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Stabilizing the lower impression 
while recording the periphery 
in functional positions 


William L. McCracken. J.Pros.Den. 8:600-608 
July 1958 


Strangely, no mention ever has been made of the 
effect of the size or placement of the dentist's 
fingers in stabilizing the impression tray while 
making an impression of the lower edentulous 
ridge. A described method permits the accurate 
and physiologic border molding of the mandib- 
ular impression. 

An accurate border-molded impression is made 
in modeling plastic in a cut-back aluminum tray. 
The tray is trimmed short of all muscle attach- 
ments, so that the modeling plastic may be 
molded freely. A plaster of paris cast is poured 
in this preliminary impression, and the limits of 
the acrylic tray are outlined on it with an indeli- 
ble pencil. Undercuts are blocked out. The crest 
of the ridge and the hard, bony slopes of the 
residual ridge are relieved about 0.015 inch. A 
thin coat of tin-foil substitute is painted over the 
surface of the cast and allowed to dry. 

An acrylic tray is built up by the sprinkling 
method. The thickness of the tray should be uni- 
form and held to the minimum acceptable for 
strength. The acrylic tray is placed in a covered 
dish or covered with an inverted bow] until it has 
set, and then it is lifted from the cast. The indeli- 
ble pencil marks will have transferred through 
the separating medium to the acrylic resin, to al- 
low accurate trimming to the previously outlined 
border. 

The resulting impression tray is tried in the 
mouth and adjusted to eliminate overextension. 
All notches for the frenums are widened and ex- 
tended. The tray is extended distally to cover the 
retromolar pad and into the retromylohyoid space. 
The borders of the tray are rounded. 
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Points directly above the anteroposterior center 
of the bearing area on both the right and left 
sides of the tray are determined and marked with 
a pencil. One 4-4 brass brake shoe rivet, with its 
head down, is attached at each of these two 
points to the acrylic tray by means of acrylic resin. 
This can be done by either the brush or sprin- 
kling method. This procedure leaves the hollow 
tube of the rivet projecting about a fourth of an 
inch above the tray to receive the bearing point 
of an extraoral stabilizing device. 

The stabilizing device (illustration) consists of 
a 12 gauge silver alloy wire to which a lead 
weight is attached. The weight replaces the finger 
pressure ordinarily used, and weighs about 175 
Gm. The weight is located beneath the bearing 
points. 

The patient is seated comfortably on a stool. 
The patient’s lips and face are coated with petro- 
leum jelly and the mouth is packed with 2 by 2- 
inch gauze sponges to absorb any saliva which 
might accumulate while the tray is being loaded. 


EXTRA-ORAL STABILIZING DEVICE FOR MANDIBULAR IMPRESSIONS. 





7% 

ACRYLIC 

IMPRESSI 
TRAY 








Coen er CENTER oF 


SILVER WIRE 





ENLARGED VIEW 
RIVET IN PLACE. 





The extraoral stabilizing device rests on rivets which 
are attached to the tray at the anteroposterior center 
on each side of the tray. The lead weight is just heavy 
enough to prevent movement of the tray. The weight 
replaces the finger pressure ordinarily used 
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The tray is loaded with the impression material 
of choice, the gauze sponges are removed, and the 
loaded tray is quickly inserted and seated in its 
terminal position. The points of the stabilizing 
device are dropped into the hollow tubes of the 
rivets. The lower lip is freed, and the patient be- 
gins the rehearsed muscle movements. The pa- 
tient must be sitting upright with the head sup- 
ported physiologically. 

The muscle movements are simple. The tongue 
is placed in the left cheek, in the right cheek, is 
used to wet the corners of the mouth, is used to 
wet the upper lip, and the mouth is opened as 
wide as possible. These movements are repeated 
in the same sequence until the molding has been 
completed. The stabilizing device with the at- 
tached impression is then removed. All the sur- 
face details of an ideal impression should be re- 
corded on the finished impression. 

School of Dentistry, University of Alabama, 
Birmingham 3, Ala. 


Acrylic resins in prosthetic dentistry 


W. T. Sweeney. D.Clin.N.America 593-602 
Nov. 1958 


Since its introduction as a denture material in 
1937, acrylic resin has become the most widely 
accepted material. It has fine esthetic properties, 
excellent color stability and chemical stability, 
and can be used with a simple technic for the 
construction of dentures. Not all the properties of 
acrylic resin are ideal; the combination of virtues 
rather than one single property is the basis for its 
being used. 

The liquid monomer, when subjected to heat 
or the action of a suitable catalyst, will polymer- 
ize or cure to form a polymer which is a solid ma- 
terial. The properties of the resulting denture base 
depend on the formulation of the materials sup- 
plied and equally on how it has been processed 
by the dentist or dental technician. 

The acrylic denture base material is available 
in two forms, (1) the powder and liquid, and (2) 
the gel or plastic cake. The first is most used be- 
cause it has a long shelf life under normal storing 
conditions and temperatures. The liquid is stabi- 
lized by adding small quantities of chemical in- 
hibitors such as hydroquinone. The gel form is 





ready mixed by the manufacturer and is more sen- 
sitive to storage, especially at high temperatures. 
The theoretical advantage of the gel is that it can 
be mixed under controlled conditions and allowed 
to age so that the monomer diffuses completely 
into the polymer grains, to result in a more 
homogenous plastic mass. 

After the wax denture has been flasked and the 
wax removed by the usual process with hot water, 
the following heat curing technic is recom- 
mended: 

1. The flask is washed out with a hot detergent 
solution (one tablespoon of synthetic detergent 
to a pint of water) and rinsed with clean hot 
waiter. 

2. The acrylic powder and liquid are thor- 
oughly mixed as directed by the instructions. 

3. The liquid is diffused in the polymer suf- 
ficiently to make a good pack consistency when 
the mix will free itself from the jar when stirred. 
The denture and trial pack are packed two or 
three times when using the conventional com- 
pressive flask. The flask is closed slowly in a 
bench clamp, allowing time for the acrylic resin 
to flow into all small crevices. High pressure is 
not needed. 

4. When the gel or plastic cake is used, the 
flask should be warm to the touch. The flask can 
be placed in the curing bath immediately after 
packing. When the powder-liquid type is used, it 
is best to let the flask rest in the clamp under 
pressure for considerable time to allow the liquid 
to penetrate into the polymer particles before 
heating is started. One hour is a practical time. 

5. The acrvlic resin is cured either by (1) plac- 
ing the flask in a constant-temperature water bath 
at 165 + 5°F. for 8 hours or longer, or (2) plac- 
ing the flask in a bath at 165°F. for 1% hours and 
then heating to boiling (212°F.) for 30 minutes. 
The latter method is preferable for very thin com- 
plete dentures or partial dentures where the bulk 
of resin is small. 

6. The flask should be cooled slowly from the 
boiling water temperature. Cooling overnight in 
the bath is ideal, but removing the flask and 
bench-cooling for 30 minutes, then placing the 
flask in tap water for 15 minutes, is satisfactory. 

7. The denture is deflasked and polished, and 
kept in water until delivered to the patient. 











A self-curing denture should be processed in 
the same way except that the heating is omitted. 
The self-cured acrylic resin shrinks less because 
the cure is effected at a lower temperature. Den- 
tures should be kept wet at all times when they 
are not in service to insure maximum dimensional 
stability. 

The general opinion that dentures made of 
acrylic resin undergo dimensional changes after 
long service has not been substantiated by meas- 
urements. Well constructed dentures, made of 
heat-cured or self-cured acrylic resins, retain their 
size to within a few tenths of a millimeter after 
they have been placed in service. Any loosening 
of the dentures should be attributed to tissue 
changes. 

National Bureau of Standards, Washington 25, 
D.C. 


Flexible thermoplastic materials 
for denture construction 


Otto Schnaidt H. Rev. dent.Chile 48:197-199 
Sept.-Oct. 1958 


A few years ago, E. Mathews and D. Smith, two 
British dentists, experimented with the construc- 
tion of partial dentures made of flexible thermo- 
plastic materials, Nylon 66 and Nylon 610. Both 
polymerized plastics, however, proved to be un- 
satisfactory. Inserted in the mouth, these mate- 
rials underwent various changes such as discolor- 
ation, increase in volume caused by their high 
absorption of fluids, and loss of polish resulting 
in a rough and corrugated appearance of the den- 
ture surfaces. 

In 1954, German dentists began to use “Supolid 
D,” a polvamide of the nylon group obtained 
from a castor-oil base. The specific weight of 
Supolid D is 1.03, and its absorption of water is 
only 0.6 per cent; compared with that of Nylon 
66 (7.6 per cent) and of Nylon 610 (4 per cent), 
this low absorption of fluids is a favorable prop- 
erty in denture construction. Supolid D is highly 
resistant to adverse effects of chemical agents, 
acids and alkalies, and possesses a high degree of 
thermal stability which permits exposure to tem- 
peratures up to 170°C. without undergoing trans- 
formation or alteration in shape. According to 
the German reports, Supolid D is well tolerated 
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by all oral tissues, far better than other acrylic 
resins. The new material is extremely flexible and 
practically unbreakable. 

These claimed advantages induced the author 
to investigate the applicability of Supolid D as 
a denture material. Flexible partial and complete 
dentures made of this material were inserted in 
several patients. After a comparatively long time 
of use, the patients stated that they preferred 
these dentures to those previously worn which 
had been made of acrylic resins or metals. Ac- 
cording to the patients, the new dentures were 
well tolerated by the oral tissues and provided an 
almost normal feeling in the mouth because of 
their adaptability, lack of coldness and rigidity, 
and complete tastelessness. 

Further investigation, however, is required to 
substantiate the value of these preliminary re- 
sults. Supolid D should not be used to replace 
dentures made of acrylic resins or metals in all 
instances, but it offers great possibilities and 
should, therefore, be considered a valuable ad- 
dition to the materials used in prosthetic den- 
tistry. 

Monjitas 779, Santiago, Chile 


Frequency of and need for dentures 


Arne Lévdal, Arnulf Arné and Jens Waerhaug. 
Odont.Tskr. 66:517-531 Dec. 1958 


A sample of the Norwegian people consisting of 
1,202 men employed by a manufacturer in Oslo 
were examined to determine the frequency of 
and need for the different types of dental pros- 
theses. The men ranged in age from 20 to 70 
years. The following conclusions seem to be justi- 
fied: 

1. Generally, the teeth of staff members were 
in better condition than the teeth of workers. 

2. The incidence of prostheses increases stead- 
ily with age. Partial and complete dentures were 
common from the age of 35 vears. 

3. The incidence of complete dentures is high- 
est among the workers. The incidence of partial 
dentures and bridgework is highest among staff 
members. 

4. Staff members had met their need for pros- 
theses better than had the workers. 

Dental Research Institute, Oslo, Norway 
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Conservative treatment of inoperable cysts 
of the oral cavity: report of five cases 


Siegfried Seidner. Schweiz.Mschr.Zahnhk. 
68:116-119 Feb. 1958 


Cysts of the oral cavity usually are closed 
epithelial-lined sacs which contain fluid or semi- 
fluid. They are derived from ectodermal remnants 
surrounded by connective tissue. The most com- 
mon treatment is surgical enucleation with sub- 
sequent suture of the mucosal flaps. 

Occasionally, however, patients with various 
types of oral cysts have been treated conserva- 
tively. 

In the differential diagnosis, it is important to 
distinguish between cysts, granulomas and dento- 
alveolar, periapical or periodontal inflammations. 
Consideration also must be given to the different 
types such as (1) developmental cysts (periodon- 
tal, radicular, incisive canal, globulomaxillary, 
nasolabial, dermoid and traumatic or non—trau- 
matic bone cyst types); (2) cystic neoplasms 
(adamantinomas and ameloblastomas), and (3) 
mucoceles (ranulas, mucous or antral cysts). 

In order to treat conservatively an oral cyst 
which appears inoperable, marsupialization or the 
open method is used. An oval window is cut 
through the buccal aspect of the mucoperiosteum, 
the alveolar bone and the adjoining epithelial 
lining. The opening is closed with a gauze pack, 
pending the insertion of an obturator of acrylic 
resin. This procedure results in a gradual oblitera- 
tion of the cyst and is recommended if the cyst 
is large or if it encroaches on the inferior dental 
nerve. In such instances it is uncertain whether 
all cyst linings can be removed surgically or 
whether intervention may cause a pathologic jaw 
fracture. 

This open method, slightly modified, was used 
in five patients with inoperable cysts on tooth 


apexes. In all instances, the most seriously af- 





fected tooth was extracted and a hole drilled into 
the adjacent tooth exposing the pulp chamber and 
the root canal. With a specially constructed ap- 
paratus, consisting of a double cannula, a water- 
sucking vacuum pump, a saliva desiccator, an 
electric pump and a container for rinsing fluid, 
the root canal and pulp chamber were cleaned 
thoroughly and repeatedly. For rinsing, hydrogen 
peroxide, an antiseptic solution of the sodium salts 
of hydrionic and iodic acids with 0.04 per cent 
iodine (Pregl’s solution) and various antibiotics 
were used. The vacuum pump provided the nec- 
essary negative pressure in the canal. After all 
exudates and nerve remnants were removed, 
iontophoresis with zinc iodide was undertaken. 
This combined conservative treatment, including 
root canal filling, required approximately eight 
weeks. 


Case 1. The patient, a 50 vear old man, suf- 
fered from severe coronary arteriosclerosis. A 
gradually increasing swelling between the roots 
of the upper central and lateral incisors was ob- 
served, expanding buccally and lingually. Based 
on the roentgenographic findings and the analysis 
of the exudate (consisting of rich deposits of 
cholesterol crystals), the condition was diagnosed 
as a periodontal cyst of the radicular type. The 
patient’s heart condition prohibited surgery. Con- 
servative treatment, in the manner described, was 
successful. 


Case 2. The patient, a 23 year old man, was a 
trumpet plaver by profession. Routine dental ex- 
amination revealed the presence of a median al- 
veolar cyst the size of a walnut. The patient re- 
fused to undergo surgery and requested conserva- 
tive treatment. The root canal of the involved 
tooth was exposed and widened. The sucking ac- 
tion and the thorough rinsing reduced the size 
of the cyst. After adequate dressing, gradual heal- 
ing occurred from within. The patient was able to 
plav his instrument during and after treatment. 


Case 3. The patient, a 59 vear old man, had a 
severe heart condition, was frequently bedridden 
and complained about throbbing pain in the re- 
gion of his upper left cuspid. A smooth swelling 
had gradually developed and severe resorption 
of the alveolar bone had occurred. The cyst was 











Case 3. Left: Before treat- 
ment. Right: Eight months after 
treatment 


Case 4. Left: Before treat- 
ment. Right: Ten months after 
treatment 


IN 


= 
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Case 1. Left: Before treat- 
ment. Right: One year after 
treatment 


Case 2. Left: Before _treat- 
ment. Right: One year after 
treatment 











Case 5. Left: Before treat- 
ment. Right: Fourteen months 
after treatment 
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considerably larger than visualized in the roent- 
genograms. On account of the patient’s heart 
condition, surgery was contraindicated. Conserv- 
ative treatment, combined with tooth extraction 
and prosthetic restoration, obtained improvement 
and cure. 

Case 4. The patient, a 48 vear old man, had a 
gradually increasing swelling of the overlying 
mucosa in the region of the upper right cuspid. 
There was an uninterrupted discharge of pus. 
Surgical removal of the cyst was contraindicated 
because the patient was being treated by a neu- 
rologist who prohibited surgical intervention. 
Conservative treatment was initiated and ob- 
tained a highly satisfactory result. 

Case 5. The patient, a 45 year old man, was 
treated for periodontitis. Roentgenographic ex- 
amination revealed the presence of a large cyst 
below the lower left lateral incisor. Hypersensi- 
tivity, contraindicating surgical intervention, was 
due to a neurosis the patient acquired during the 
war. Conservative treatment was successful. 

10 Benami St., Tel Aviv, Israel 


Ectodermal cyst and giant cell tumor 
of the upper jaw: report of three cases 


G. Catalano. Policlin.sez.chir. 55:241-249 
June-Aug. 1958 


One patient, a 14 year old boy, with ectodermal 
cysts involving one half of the upper jaw, and 
two patients, 15 year old boys, each with a giant 
cell tumor formed on the upper alveolar gingiva, 
were observed and treated at the Dental Clinic of 
the University of Rome, Italy. 

All three patients had suffered pathologic frac- 
tures of the jaws as a result of trauma. After 
enucleation of cysts and tumors, the involved 
parts of the jaws were resected and implants 
were inserted to compensate for the loss of bone. 

In all three patients, the implants healed per- 
fectly, and 13 months later the functional capac- 
ity of the jaws appeared to be satisfactory. The 
implants had united at both ends of the jaws and 
had begun to assume the curved aspect in imi- 


tation of the normal bone. 
Curettage and plugging of the bone cavity may 
be permissible in instances of ectodermal cysts 





of the jaws but not in instances of maxillary giant 
cell tumors because of the difficulty in distin- 
guishing these benign neoplasms from malignant 
types. Immediate enucleation followed by inser- 
tion of implants produces no mutilation or exar- 
ticulation. Excision of the involved osseous tissue 
rarely results in recurrence, and the percentage 
of metastasis is not higher than that following the 
more radical procedures. 

The possibility of securing a functional upper 
jaw will win the confidence of the patient. Even 
in instances of malignant types of bone tumors 
of the jaws, at least as long as the growth remains 
confined within the jawbone, an adequate resec- 
tion and insertion of a free plastic implant cover- 
ing the entire defect undoubtedly will result in 
prolongation of the patient's life. 

Via Sistina 14, Rome, Italy 


Preservation of natural landmarks 
in unilateral cleft lip 


D. Ralph Millard, Jr. J.A.M.A. 169:133-134 
Jan. 10, 1959 


Several favored technics for the repair of unilat- 
eral cleft lip ignore one or more natural land- 
marks, and by destroying them in the primary re- 
pair cause them to be lost forever. 

All components of a normal lip and nose are 
more or less present in each person with cleft lip, 
depending on the severity of the deformity. The 
primary step in construction is to recognize all ex- 
isting landmarks and juggle them out of distortion 
into normal position. On the noncleft side, gener- 
ally, are two thirds of the Cupid’s bow, one phil- 
trum column and the associated dimple. As an 
entity they are drawn up toward the columella in 
an almost unrecognizable distortion, but they are 
available and should be brought into use by a ro- 
tation incision under the columella that drops 
them into correct position. This action leaves a 
triangular gap which can be filled by a triangular 
advancement from the cleft side. 

When the cleft is incomplete, the bridging por- 
tion from the cleft side easily forms the leading 
point of the triangular flap. When the cleft is 
wide, a relaxing incision under the alar base is 
carried up into the nostril floor to pick up the 
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\y 





point of the triangular flap which is to be ad- 
vanced. The advancement of this lateral triangu- 
lar flap not only fills the gap under the columella 
but has a narrowing effect on the flaring alar base 
and wide nostril floor. 

The optimum time for closure of cleft lip varies. 
If the deformity is minimal, operation can follow 
birth by a few hours, but it is advisable to post- 
pone it for one month at which time the infant 
can withstand anesthesia and operation better. 
If the cleft is extremely wide, the infant’s facial 
and oral tissues should be permitted to grow for 
at least three months, after which surgical closure 
is relatively simple. Palatal clefts should be cor- 
rected before the child begins to talk, anywhere 
from 10 to 12 months after birth. 

2121 Biscayne Boulevard, Miami 37, Fla. 


39 and 38 year follow-up 
of mandibular bone grafts in three cases 


Robert H. Ivy and Joseph D. Eby. 
Plast.<+ Reconstr. Surg. 22:548-556 Dec. 1958 


There is nothing remarkable about these three 
case reports except the facts that the surgeon who 
performed the operations, the dental surgeons 
who played important parts in their care, and the 
patients themselves are still alive and in reasona- 
bly good health 39 and 38 years postoperatively. 

The first two patients had mandibular defects 
as the result of gunshot wounds sustained in 
World War I, and the bone grafting operations 
were performed at the Walter Reed General Hos- 
pital, Washington, D.C., in 1919, the patients 
being under the joint care of the authors. The 
third patient had a defect of the mandible caused 
by the resection of a tumor in childhood. 

The first patient was wounded in 1918 by a 
high explosive fragment which struck the right 
side of the mandible, producing a comminuted 
fracture. In France, the fragments were held in 
position by intermaxillary wiring. In 1919, a de- 
fect in the right side of the mandible about 1 inch 
in extent was observed. Cast silver splints, de- 
signed by J. D. Eby, were cemented to the re- 
maining upper and lower teeth to hold the man- 
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dibular fragments in correct position, and the gap 
in the mandible was bridged by three strips of 
osteoperiosteal graft from the tibia. Eight months 
later, roentgenograms showed dense deposit of 
bone between the stumps of the mandible. Lost 
teeth were replaced by a denture. Today, the pa- 
tient is a business executive in good health. A 
recent roentgenographic study shows the bone 
graft site to be in excellent condition. 

The second patient, wounded by a rifle bullet 
in the right side of the mandible, had a graft from 
the crest of the ilium placed in 1919. Missing 
teeth were replaced by dentures. The patient is 
now professor of orthodontics in a leading dental 
school. Recent roentgenographic examination re- 
veals that integration of the iliac graft with the 
mandible and the silver wire sutures are still in 
place. No complications have occurred over the 
39 year period. 

The third patient was seen in 1920 at the age of 
27 years with a large defect in the left side of the 
mandible resulting from resection in childhood 
for a growth diagnosed as sarcoma. The left 
lower teeth were missing from the midline back, 
and parts of the mandible were absent from about 
the left cuspid region, for a distance of about two 
and a half inches. The patient was not able to 
make the mandibular anterior teeth meet those of 
the upper jaw, and a considerable gap between 
the upper and lower anterior teeth resulted. 

The missing bone was replaced and the con- 
tinuity of the mandibular arch restored with a 
bone graft from the crest of the ilium. Prior to 
operation, metal cap splints were cemented to the 
remaining upper and lower teeth. Today the pa- 
tient enjoys good health, continues to wear a 
denture and can eat everything. Recent roentgen- 
ograms show complete consolidation of the bone 
graft at each end, with the original silver wires 
still in place. 

These three case reports confirm that massive 
cancellous iliac bone grafts are superior to dense 
cortical grafts from the tibia. They also demon- 
strate the importance, in order to achieve the best 
results, of close collaboration between the surgeon 
and the dentist who understands the problems of 
fixation and dental restoration involved. 

104 Dalton Road, Paoli, Pa. 
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Anesthesia 


and analgesia 





An injection unit 
used instead of the hypodermic syringe 


Charles M. Flood. Lancet No. 7056:1114-1116 
Nov. 22, 1958 


Although the hypodermic syringe is widely used, 
it has several disadvantages. An alternative means 
of injection, devised some years ago, is the “Am- 
pin”, a sterile, disposable injection unit (see il- 
lustration) with its own needle, attached to an 
ampule containing the drug. 

The ampule is of glass, with a long, thin neck, 
and contains the drug solution and an inert gas. 
The volume of the ampule is always twice the 
volume of the solution. The inert gas used is ni- 
trogen, argon or sterile air, depending on the na- 
ture of the drug solution. The needle unit con- 
sists of the cannula, the filter and the glass cover 
for the needle. The cannula is made of stainless 
steel of the same quality as used in an ordinary 
hypodermic needle; but, instead of being 
mounted in a metal hub, it is mounted in glass. 
The needle cover is scored so that it can be 
snapped off easily to expose the needle ready for 
use. The filter is made of fine balloon fabric or (if 
the solution is viscous) of fine gauze. The ampule 
and the needle are joined by a flexible plastic tub- 
ing. The thin neck of the ampule can be broken in 
the tubing, simply by bending it. The tubing is 
transparent, so that the blood can be seen on 
aspiration and the drug solution on injection. The 
device either is sterilized as a complete unit or 
assembled aseptically after sterilization of the 
solution. 

After the usual preparation of the patient’s skin, 
the needle guard is broken and the needle in- 
serted into the patient. With the ampule held in 
such a way that the gas is above the fluid, the 
neck of the ampule is broken between finger and 


thumb, or by bending the tube. The pressure of 





the gas injects the fluid into the tissue. The used 
Ampin is then thrown way. 

The device has the following advantages: 

1. Accuracy of dosage is ensured. 

2. The solution injected is sterile. 

3. The transmission of homologous serum jaun- 
dice is prevented. 

4. The patient has the benefit of a new sharp 
needle at every injection. 

5. Contact allergy is prevented. 

6. Time is saved. The drug is instantly avail- 
able. 

7. Because the device is tamperproof, narcotics 
in Ampins are less liable to be pilfered by the ad- 
dict. 
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A trial of the device at the Weir Maternity 
Hospital, London, revealed that injections were 
satisfactory in 855 (95 per cent) of 1,024 in- 
stances. The device proved to be a more economi- 
cal means of injecting drugs than the conventional 
sterile syringe. 

Weir Maternity Hospital, London, England 











Trichloroethylene in dental practice 


Maria Struzak-Wysokinska. Czas.stomat. 
9:595-599 Sept. 1958 


Trichloroethylene, a highly purified, nonflam- 
mable (in air) and nonexplosive analgesic agent, 
can be used easily and successfully in dental 
practice. It produces an effective analgesia with 
a relatively wide margin of safety. Induction of 
analgesia is smooth and rapid with no or a mini- 
mum loss of consciousness. 

Trichloroethylene is a clear, colorless or blue- 
stained volatile liquid which has a characteristic 
odor resembling that of chloroform. It is practi- 
cally insoluble in water and is miscible with ether, 
alcohol or chloroform and dissolves most fixed 
and volatile oils. 

The use of trichloroethylene alone is not recom- 
mended for anesthesia at the dental office nor for 
induction of general anesthesia. The simultaneous 
use of epinephrine is contraindicated. 

Trichloroethylene should be preserved in tight, 
light-resistant containers, and prolonged expo- 
sure to heat should be avoided. This drug must 
not be used in any closed-circuit re-breathing 
systems utilizing soda lime or other alkali because 
phosgene or other toxic products may be formed. 

The most practicable technic for administration 
of trichloroethylene at the dental office is through 
a meter flow gas anesthesia machine. The technic 
may be improved by addition of a glass vaporizer 
which can be adjusted to supply the desired 
amount of trichloroethylene to the nitrous oxide- 
oxygen mixture. 

After testing trichloroethylene on herself and 
more than 100 patients prior to multiple tooth 
extraction and oral surgical procedures at the 
Dental School of the University of Lublin, Po- 
land, the author concluded that trichloroethylene 
is an almost ideal anesthetic and analgesic agent 
for dental practice. Cardiac arrest, however, may 
occur under trichloroethylene anesthesia even 
without loss of consciousness. This important fact 
must be kept in mind because hardly any dental 
office is adequately equipped to deal with car- 
diac arrest. 

Raclawickie 18-13, Lublin, Poland 

[“As with other anesthetic agents, trichloro- 
ethylene should be used only by individuals who 
have acquired the necessary training and experi- 
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ence in its administration and in the treatment of 
possible complications. The practice of allowing 
the patient to administer the drug by himself for 
the production of analgesia requires the constant 
vigilance of the responsible operator and is not 
recommended. 

“The Council on Dental Therapeutics of the 
American Dental Association has not accepted 
patient-controlled devices for the administration 
of trichloroethylene for analgesia.” Accepted Den- 
tal Remedies 24:43, 1959] 


Pentobarbital sodium-curare induction 
for endotracheal intubation anesthesia 
used in maxillofacial surgery 


Erike Dibold. Anaesthesist 7:298-299 Oct. 1958 


Curare in conjunction with nitrous oxide and 
thiopental sodium has been used previously to 
provide anesthesia and relaxation for intubation 
anesthesia through an endotracheal tube in surgi- 
cal interventions in the maxillofacial region. Re- 
sults of these combinations, however, were un- 
satisfactory. 

Observations of the synergistic hypnotic action 
of pentobarbital sodium and curare, made at the 
Dental Clinic of the University of Hamburg, sug- 
gest the use of these agents prior to intubation. 

The technic employed was as follows: 

Premedication with morphine and scopolamine 
was administered. Intravenous fluids were initi- 
ated and a solution containing from 5 to 6 per 
cent of pentobarbital sodium was given through 
infusion until the patient lost the lid reflex and 
did not respond to questioning. Dosage ranged 
from 98 to 293 mg., with an average of 211 mg. 
Oxygen was administered with bag and mask, 
and fractional doses of curare were given to pro- 
vide relaxation of the jaw. The average dose of 
curare was 107 units, the dose varying from 50 to 
200 units. 

With this procedure, endotracheal intubation 
anesthesia was obtained and maintained without 
difficulty. Advantages of this technic are as fol- 
lows: (1) rapid induction of anesthesia; (2) lack 
of laryngospasms; (3) ease of intubation, and 
(4) rapid recovery from anesthesia. 

Universitatsklinik fiir Zahn-, Mund- und Kie- 
ferkrankheiten, Hamburg 20, Germany 
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Open reduction of mandibular condyle: 
a clinical and experimental study 


J. H. Hendrix, S. G. Sanders and Byron Green. 
Plast.<>Reconstr.Surg. 23:283-287 March 1959 


In fracture dislocations and some fracture dis- 
placements of the mandibular condyle, many 
authors assert that open accurate reduction is 
indicated. However, most of these same authors 
assert that there is considerable danger of ne- 
crosis of the condyle if the muscle fibers are 
stripped from the medial side of the head. Ac- 
tually, the blood supply to this region is copious, 
chiefly by way of the superficial temporal artery 
through its parotid branches and the maxillary 
artery through its deep auricular and pterygoid 
branches. The condyle is revascularized readily 
and there is little danger of necrosis. 

In some instances it is technically simple to 
remove the condyle and reinsert it after wires 
have been placed through drill holes, with the 
following procedure: 

1. Arch bars are applied to the teeth. 

2. The condyle is removed completely, and 
also the meniscus, if torn. 

3. Holes are drilled through the distal or in- 
ferior end of the removed condyle and the prox- 
imal or superior end of the neck of the condyloid 
process. 

4. A stainless steel wire is placed first through 
the neck of the condyloid process, inferior to the 
fracture site, and then through the hole in the 
condyle superior to the fracture site. 

5. The condyle is inserted above the fracture 
line first, and the wire tightened. 

6. If the condyle tends to be displaced medi- 
ally, it can be secured with a catgut ligature 
around the zygomatic arch. 

7. Elastic traction is applied to the arch bars 
to maintain firm dental centric occlusion. 

The aforementioned technic has been used on 
eight patients ranging in age from 13 to 26 years; 


in two of these patients, bilateral condylar frac- 
tures were thus treated. Two patients temporarily 
were unable to raise the eyebrow and forehead 
on the side of the operation. No other compli- 
cations were encountered. Normal occlusion and 
a good, unrestricted range of motion in opening 
and in moving the jaw from side to side were 
obtained in all patients. 

The procedure was repeated in dogs. Three 
months later, the animals were sacrificed and the 
temporomandibular region exposed. All joints 
had a good range of motion and all condyles 
were viable above a healed fracture site with a 
smooth, glistening articular surface. 

Medical Arts Building, Jackson 2, Miss. 


Internal wire immobilization 
in fractures of the jaws 


Mauro Piemonte. Radiol.med.,Torino 
35:105-116 April-June 1958 


Various methods of treating complicated and 
compound fractures of the jaws have been de- 
scribed in the literature, including splints, over- 
head plaster caps, traction devices, complicated 
orthodontic appliances and external fixation. 

A simple and direct method of immobilization 
is internal wire fixation which can be used alone 
or in combination with such devices as dental 
arch supports, interdental wiring, direct bone 
wiring or fixation of isolated teeth. 

In patients with complicated fractures of the 
jaw, who possess an adequate number of teeth in 
proper occlusion to permit internal wiring of the 
involved jaw, this method is almost ideal. 

Stainless wires (either no. 24 or no. 26) are 
used for interdental fixation, and for added sta- 
bility an arch made of no. 24 stainless wire is 
looped around the posterior teeth and twisted to- 
gether anteriorly and anchored with no. 28 wire 
to each tooth. Loops, eyelets, button wiring, elas- 
tic loop fixations and acrylic splintings are varia- 
tions of this technic and can be used if indicated. 

When interdental wiring seems to be insuffi- 
cient, as in patients lacking available teeth, with 
fractures of the symphysis, or with angular frac- 
tures causing displacement of posterior fragments, 


and in patients in whom the fracture is associated 
with infection, the fractured lower jaw should be 














immobilized by a Kirschner wire (from 0.05 to 
0.08 inch), running across the fracture site. 

In edentulous patients, the internal wire im- 
mobilization of fractured jaws can be used in con- 
junction with circumferential wires fastened to 
the artificial dentures. 

The technic of introducing the internal wires 
consists in using a power drill to drive a wire 
across the fracture site but below the nerve ca- 
nals. The dental assistant should hold the frag- 
ments in reduction during this procedure. 

Asepsis is essential. The mucous membrane and 
the periosteum should not be cut but only nicked. 
The wire is cut to the minimum length required 
to prevent whipping, and the drill should be used 
at a speed adequate for penetration but not fast 
enough to cause necrosis. 

Temporary dressing of the fixation supports the 
jaw and prevents hematomas and swellings of the 
soft tissues, decreases the risk of infection, and in- 
creases the patient’s comfort. 

Postoperative complications are insignificant; 
if they occur they are confined to slight drainage 
around the pins. 

Corso Bramante 83, Turin, Italy 


Endodontics 





The use of Aureomycin 

for intracanalicular treatment 
of infectious complications 

of dental caries 


M. Guillain. Inform.dent.,Paris 40:736-740 
April 24, 1958 


Although penicillin still remains the antibiotic 
agent of choice for use in dental practice, the de- 
velopment of strains of penicillin-resistant micro- 
organisms has produced an increasing need for 
other antibiotics. 

Three years of clinical experience with chlor- 
tetracycline hydrochloride (Aureomycin hydro- 
chloride) convinced the author that intracana- 
licular applications of this antibiotic are beneficial 
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in the treatment of infectious complications of 
dental caries whether they are caused by gram- 
positive and gram-negative bacteria or viruses. 

When this antibiotic in the form of a paste con- 
taining chlortetracycline hydrochloride (3 per 
cent) and excipients was applied within the 
canaliculi, it proved to be an effective agent 
against strains of microorganisms that were re- 
sistant to penicillin and most other antibiotics. 

Three cases from the Dental School of the Uni- 
versity of Reims, France, are reported. In all three 
instances—the first a patient with anachoretic 
purulent pulpitis occurring prior to root canal 
treatment, the second a patient with purulent 
pulp necrosis after root canal treatment and the 
third a patient with nonsuppurant pulp necrosis 
occurring before and recurring after root canal 
treatment—intracanalicular application of the 
chlortetracycline paste obtained cure after several 
other antibiotics had failed. 

Undesirable tissue reactions and bacterial re- 
sistance were not observed. 

The use of chlortetracycline hydrochloride for 
the treatment of infectious complications of caries 
that are not responding to penicillin can be recom- 
mended, especially in instances in which the 
presence of penicillin-resistant strains of staphylo- 
cocci has been determined or is suspected. 

3 Rue Philippe-de-la-Force, Sainte-Mene- 
hould/Marne, France 


A portable electric pulp stimulator 
using transistors 


H. Graham Carr and G. R. Hervey. Brit.D.J. 
105:415-416 Dec. 2, 1958 


A common fault of commercially available elec- 
tric pulp stimulators is the too sudden change 
from painlessness to pain as the current is in- 
creased. An efficient portable electric pulp stim- 
ulator which utilizes transistors has been designed 
to provide a stimulus which can be varied 
smoothly from zero to a level high enough to test 
almost any tooth. The source of power is a 30-volt 
hearing-aid battery. Patients feel less alarmed at 
the small, self-contained apparatus. 

The battery voltage is converted by a simple 
transistor oscillator circuit to a “square wave” 
alternating voltage. This gives an effective, easily 
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controlled stimulus. The frequency of oscillation 
is about 200 cycles. ‘The potentiometer across 
the battery varies the output voltage from zero 
to nearly 50 volts peak-to-peak. 

As the control is turned up, the output in- 
creases slowly at first and then more rapidly, 
which is desirable. The output voltage is shown 
on the milliammeter. One output lead terminates 
in a clip which in use is clipped to the saliva 
ejector; the other output lead is an exploring 
electrode. 

The tooth to be tested is dried and cleaned. 
With the output control at zero, the exploring 
electrode is applied to the tooth, and the control 
then is turned up slowly until the patient can 
just feel a tingling sensation. With this procedure, 
the patient experiences no pain. 

To establish a normal level for the patient, one 
or more comparable normal teeth are tested be- 
fore the suspected tooth is tested. A hypersensi- 
tive tooth (or contact with an amalgam filling) 
gives a response a little above the bottom of the 
scale. A normal tooth responds some way up the 
scale, and a tooth with a nonvital pulp gives no 
response. 

The apparatus has proved satisfactory in prac- 
tice. 

82 Regent Street, Cambridge, England 


Effects of paraformaldehyde preparations 
on the periapical tissues 
in nonvital pulpotomy procedures 


Ka-Chor Wong. Northwest.Univ.Bul. 59:13-18 
Fall 1958 


Pulpotomies were performed on 34 teeth with 
nonvital pulps (6 permanent teeth and 28 decid- 
uous teeth) of four Rhesus monkeys 18 to 30 
months old. The average length of treatment in 
the permanent teeth was from 37 to 48 days, and 
in the deciduous teeth from 9 to 84 days. 
Paraformaldehyde preparations were used to 





mummify the pulpal tissues. After the pulpo- 
tomies, the animals were sacrificed and the jaws 
and teeth studied histologically. 

One of the 34 treated teeth became abscessed 
and was extracted. Six of the 34 teeth had crowns 
which became fractured. The pulpal tissues of 
both deciduous and permanent teeth reacted 
similarly to the paraformaldehyde paste. There 
was pronounced inflammation, round cell infiltra- 
tion, hemorrhage, mucoid and hyaline degenera- 
tion, reticular atrophy and fibrosis. 

New bone growing into the root canal through 
the apical foramen was observed only in treated 
permanent teeth. The rate of root resorption of 
the deciduous teeth and the rate of root formation 
in the permanent teeth were not affected ad- 
versely. In regions where the paste came in direct 
contact with, or in close proximity to, the in- 
vesting tissues, the periodontal membrane, the 
underlying bone and the ameloblastic layer of 
the developing tooth germ showed degenerative 
changes. 

There was no apposition of secondary cemen- 
tum inside the root canals of the treated decid- 
uous or permanent teeth. However, osteodentin 
formed on the walls of the root canals of the 
treated permanent teeth. 

Engorged blood vessels in the pulp and in 
the periodontal membrane were observed in both 
the treated and control teeth. 

The results of this study indicate there were no 
untoward effects on the periapical tissues. No 
internal resorption was observed in any of the 
treated teeth. No untoward systemic effects were 
noted. No enamel hypoplasia of the erupting per- 
manent teeth could be observed. 

Apparently, clinical use of paraformaldehyde 
paste in pulpotomies will be indicated more often 
in young permanent teeth than in deciduous teeth 
because the unerupted permanent tooth may be 


adversely affected by the paste. 
Dental School, Northwestern University, 309 
East Chicago Avenue, Chicago, IIl. 














Bacteremia after tooth extraction 


Franz Brachmann. Miinchen.med.Wschr. 
100:1211-1215 Aug. 15, 1958 


The presence of bacteria in the patient’s blood 
after tooth extraction is a phenomenon which 
usually produces no clinical symptoms. 

Bacteremia occurs in approximately a third of 
all instances but the human organism usually is 
able to overcome it. The patient’s age has no 
bearing on the development of bacteremia after 
tooth extraction, and the extent of the trauma 
hardly influences the occurrence of transient 
bacteremia. 

The development and course of this subinfec- 
tion is by no means easy to understand, because 
without any apparent effect on the individual 
patient, bacteria can survive in the blood, being 
surrounded by plasma which acts antibacterially 
and by polymorphonuclear cells which should be 
able to ingest the bacteria. 

Investigations carried out at the Dental College 
of the University of Miinchen revealed that the 
occurrence of bacteremia after tooth extraction is 
not related to the presence of dental foci of in- 
fection. It is recommended, however, that the 
condition of the gingival tissues should be ex- 
amined thoroughly before tooth extraction or any 
oral surgical intervention. In instances in which 
the gingivae show inflammation it seems advis- 
able to treat the active inflammatory processes 
locally before tooth extraction is attempted. 

Among the microorganisms usually found in 
the oral cavity of patients with bacteremia after 
tooth extraction are alpha hemolytic streptococci 
and those of the anhemolytic group. Others oc- 
casionally found include Klebsiella pneumoniae, 
Staphylococcus pyogenes var. albus, Corynebac- 
terium diphtheriae, and Veillonella gazogenes. 

Routine administration of penicillin and other 
antibiotic agents before tooth extraction is not 
desirable because such a procedure would pro- 
mote the growth of bacterial strains extremely 
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resistant to antibiotics. If, however, specific clin- 
ical manifestations require the application of a 
bacteremia-preventive administration ‘of peni- 
cillin, 400,000 units of depot penicillin should be 
given four to six hours before tooth extraction. 
The application of those comparatively high doses 
should be continued until the intervention is com- 
pleted. 
Goethestrasse 70, Miinchen, Germany 


Impacted supernumerary third molar: 
its removal with a unique elevator 


Gerhard Flory. Quintessenz 10:1189 March 1959 


The patient, a 32 year old woman, complained of 
a painful inflammation of the gingiva adjacent to 
an erupting upper left third molar. 

The roentgenogram revealed the presence of 
an impacted supernumerary third molar (fourth 
molar) positioned mesiodistally to the erupting 
normal third molar. The supernumerary molar 
appeared to be so well formed that it was dif- 
ficult to determine which was the normal molar. 
The removal of the impacted molar was indicated 
because its presence would interfere with the 
correct alignment of the erupting tooth. Routine 
extraction with an upper molar forceps and elim- 
ination by sectioning were contraindicated be- 
cause of the lack of space and the impossibility of 
viewing the operative field. 

Elimination with a unique elevator, seldom 
used in dental practice, proved to be compara- 
tively easy. The elevator resembles Winter's ele- 
vator [or S. S. White MD 11 elevator] with the 
following differences: (1) the tip is more inclined 
and rounded; (2) the handle is hollow but ade- 
quately massive to permit easy manipulation in 
removing impacted bicuspids and molars, and 
(3) the length permits the use on both sides of 
the mouth without requiring change in the op- 
erator’s position. The author uses this instrument 
also as a pathfinder for establishing an opening on 
the mesiobuccal side of vertically impacted 
molars. 

There was almost no injury to the original tis- 
sue. Healing, as well as the completion of the 
eruption of the normal third molar, was unevent- 
ful. 

Albtalstrasse 10, Karlsruhe, Germany 
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The linear accelerator: 
an optimum machine for radiotherapy 


W. J. Meredith. M.Mundi 4:16-23 Dec. 1958 


When a roentgen ray beam passes through any 
tissue, an attenuation takes place because some of 
its energy is transmitted to the tissue. Three proc- 
esses are involved: (1) the modified photoelectric 
absorption; (2) the Compton effect (change in 
wavelength of the scattered rays and the emission 
of recoil electrons), and (3) alteration in irradia- 
tion energy. The magnitude of these processes de- 
pends on the density and atomic number of the 
radioactive material used. 

The total absorption coefficient is the sum of 
the effects of these three processes. Figure 1 dem- 
onstrates the variations in irradiation energy. The 
diagram’s curve reveals that the absorption co- 
efficient decreases rapidly when the irradiation 
energy is increased up to 4 MeV, and that this 
decrease continues—although more slowly—up to 
20 MeV. Beyond this, because of the effect of 
pair production, the trend is reversed and further 
increase in the irradiation energy produces a small 
but steady increase in the total absorption coef- 
ficient. Because the absorption coefficient repre- 
sents only a fraction of the total irradiation ab- 
sorbed, any increase in its value produces an 
increase in the penetrating power of the roentgen 
beam. 

It can be assumed, therefore, that for oral tis- 
sues (and in fact for all structures of the human 
body) the penetrating power of the roentgen ray 
beam increases rapidly, with the voltage used to 
generate roentgen rays up to 8,000,000 volts; 
more slowly between 8,000,000 to 40,000,000 
volts, but that above this value the penetrating 
power begins to decline. 

The object of roentgenotherapy is the delivery 
of a specific amount of irradiation energy (radia- 
tion dose) to a tumor. At the same time, as small 
a dose as possible should be delivered to other tis- 
sues. Roentgenotherapy, therefore, must be car- 
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ried out as accurately and as expeditiously as pos- 
sible. The attaining of the second objective 
depends on the size and mobility of the x-ray tube 
and on the accuracy of its mounting. For deep- 
seated tumors the ease with which the first objec- 
tive is obtained depends on the quality (pene- 
trating power) of the beam. 

It seems advantageous to use high voltages in 
roentgenotherapy and to estimate the amount of 
irradiation reaching the desired point in “percent- 
age depth doses.” The percentage depth dose at 
10 cm. depth is shown in Figure 2. In the soft 
tissues of the oral cavity the effect of pair pro- 
duction cannot be felt until higher voltages than 
20,000,000 volts are used. 

The consequences of this fact are, for dentists 
and physicians, that the same tumor dose can be 
obtained with megavolt radiation by using a 
smaller systemic effect in which the higher the 
voltage the better. 

The radioactive cobalt unit has proved to be ad- 
vantageous in the treatment of oral cancers be- 
cause it requires no generating apparatus and, 
therefore, no special attention. The unit is com- 
pletely steady, not being subject to fluctuations 
caused by electric or vacuum alterations as fre- 
quently experienced in commonly used x-ray 
tubes. 

The linear accelerator, however, appears to be 
the optimum machine for roentgenotherapy. 
With its small focal spot, it permits a decreased 
beam penumbra and a constantly higher radia- 
tion output. Its revolutionary design and arrange- 
ment requires no more technical attention than a 
modern x-ray machine but provides more relia- 
bility. 

Although the radioactive cobalt unit, the only 
serious competitor to the linear accelerator, has 
its place in small cancer clinics, there is no doubt 
that the linear accelerator is superior in the treat- 
ment of deep-seated malignant tumors. For any 
hospital or institute in which a considerable num- 
ber of cancer patients receive roentgenotherapy, 
the linear accelerator must be regarded as the 
ideal basic equipment. Skin dose, percentage re- 
duction in depth dose, bone dose and surface to 
tumor dose ratio are demonstrated in Figures 3 
to 6. 

Christie Hospital, Withington, Manchester, 
England 
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A survey of radiation exposure 
in sixty dental suites in the city of Sydney 


W. E. Foskett. Austral.D.J. 3:209-214 
Aug. 1958 


To ascertain the degree of radiation resulting 
from normal use of dental x-ray machines and, if 
possible, to give guidance on this subject, the 
Division of Industrial Hygiene of the Department 
of Public Health, in cooperation with the Austra- 
lian Dental Association, recently made a survey of 
the use of x-ray equipment in 60 dental suites in 
Sydney. Radiation measurements were made, us- 
ing an Ekco radiation monitor type N571 and a 
Victoreen R-meter with 25R chamber; addition- 
ally, dentists and nurses were requested to wear 
dental x-ray film badges for one fortnight. 

The average whole body exposure of dentists 
and nurses under normal working conditions was 
estimated to be about 10 mr and 5 mr per week, 
respectively. The highest estimated doses to indi- 
vidual dentists were 95 mr and 65 mr per week. 
In both these instances, the comparatively large 
dose was reduced to about the average dose rate 
by slightly modifying the working position 
adopted while using the x-ray units, and by sub- 
stituting fast for slow films. The highest estimated 
weekly dose to individual dental nurses was 40 
mr. The exposure for dentists and nurses com- 
pared favorably with the limits recommended as 
safe by international authorities. 

The approximate gonad dose measured at the 
patient’s lap was less than 1 mr for each individual 
exposure. On this basis, the gonad dose for a full 
mouth roentgenographic examination (say 20 sec- 
onds of total exposure time) is less than 10 mr. 

The skin dose received by patients in the course 
of a full mouth roentgenographic examination 
compared favorably with the recommended limits 
of safety. 

The factor of safety for patient, dentist and 
nurse is dependent on the care and regard for ele- 
mentary safety precautions with which the x-ray 
machines are used. The following factors are rele- 
vant: 


1. The dose received from scatter and leakage 
radiation from dental x-ray units decreases in pro- 
portion to the square of the distance of the unit; 
that is, the dose at a distance of two feet from the 





unit is about four times the dose at a distance of 
four feet from the unit. 

2. The zone of minimum scatter and leakage 
radiation for all the units observed is directly be- 
hind the tube housing. 

3. The dose is directly proportiona] to the time 
of exposure, and thus depends on the number and 
length of the exposures made. The faster the film, 
the smaller is the dose. With few exceptions, fast 
films were found to be in general use. 

Geneticists generally are agreed that all x-radia- 
tion is genetically harmful. The already small 
doses of radiation resulting from use of dental 
x-ray machines may be reduced even further by 
adoption of the following procedures. 

1. Roentgenographic examinations should be 
carried out only when regarded as necessary for 
diagnosis. 

2. The shortest possible exposure times (that 
is, the fastest films) should be used. Advantage 
should be taken of the ultrafast films now avail- 
able. 

3. Where practicable, the long cone technic 
should be used in preference to the short cone 
technic. 

4. The maximum thickness of aluminum filtra- 
tion compatible with the required film definition 
should be fitted to the dental x-ray machine. 

5. Aprons of lead-impregnated material or of 
other radiation-absorbing material should be pro- 
vided for the protection of patients, particularly 
for expectant mothers. 

6. Dental nurses should be made conversant 
with the nature of roentgen rays and the hazards 
which can arise from unnecessary exposure. 

Department of Public Health, 86 George Street, 
Sydney, Australia 


Radiation therapy of oral tumors 


E. Scherer. Chirurg 28:55-64 Nov. 1958 


Carcinoma of the lip most frequently occurs on 
the lateral third of both lips. This tumor usually 
can be diagnosed easily and early unless cheilitis 
has caused a chronic scarring which often masks 
the far more serious malignant condition. 
Infrared photography in most instances will re- 
veal the degree of penetration of oral tumors. 
The frequency of metastasis and recurrence de- 
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pends on the location and extent of the primary 
neoplasm. Squamous cell carcinoma occurs usu- 
ally in the lower lip and metastasizes more 
frequently than basal cell carcinoma which com- 
monly occurs in the upper lip. The differentia- 
tion of lymph nodes involved in the spreading of 
tumors of the salivary glands is difficult and can- 
not be made without biopsy. 

Although the surgical enucleation of oral tu- 
mors, especially of those of the tongue, generally 
is now replaced by radiation therapy, all proved 
or suspected metastases should be treated by 
neck dissection. Preventive neck dissection, how- 
ever, should be performed only in instances of 
ulcerated or deeply penetrating primary tumors 
occurring at the angle of the mouth. The prog- 
nosis is unfavorable. 

Tumors appearing in other parts of the oral 
cavity present varying clinicopathologic pictures. 
Inflammatory processes usually make the diag- 
nosis and differential diagnosis difficult. The in- 
volvement of the adjacent anatomic structures is 
of greatest importance for the diagnosis, progno- 
sis and treatment planning. Skull roentgenograms 
taken in three different positions as well as soft 
tissue roentgenograms will often delineate an oral 
tumor. 

Thirty per cent of carcinomas of the tongue are 
located at the tongue’s base; these tumors are 
most difficult to treat because of their inaccessi- 
bility and undifferentiated histologic character- 
istics. It is of interest that only from 2 to 16 per 
cent of patients with carcinoma of the tongue 
have distant metastases, although nearly all pa- 
tients succumbing to cancer of the tongue die of 
regional metastases. In instances of carcinoma of 
the tongue, surgery used as the sole treatment 
procedure obtains less favorable results than radi- 
ation therapy combined with antibiotic therapy 
(to control infectious complication of irradiation). 
Radiation therapy consisting of either direct ir- 
radiation of the primary tumor with radioactive 
needles or percutaneous roentgenotherapy, de- 
livering at least 6,000 r to the tumor within the 
first months, is recommended. The five year sur- 
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vival rate varies from 15 to 35 per cent. The com- 
bination of radiation therapy with electrosurgery 
obtains an even more favorable result. 

In the treatment of carcinoma of the tongue, 
the main problem is the prevention of metastases, 
because the primary tumor usually is controlled 
adequately. Metastatic lymph nodes, however, 
are less sensitive to irradiation than the primary 
tumor, and are difficult to control by radiation 
therapy alone. The recommended surgical pro- 
cedure consists of extensive excision of the in- 
volved region of the tongue combined with a 
unilateral or bilateral neck dissection. Resection 
of the lower jaw is indicated only in instances of 
tumors involving the inner surface of the cheek 
because only in these types does the lymphatic 
drainage pass through the mandibular perios- 
teum. 

Small and movable oral tumors without metas- 
tases can be treated by radiation or radon im- 
plants, and residual oral tumors by electrosurgery. 
In instances of recurrence or presence of ex- 
tremely large oral tumors, intensive percutaneous 
radiation therapy should be followed by hemi- 
glossectomy and radical neck dissection. 

Carcinoma of the base of the tongue should be 
treated by implanting radon needles and neck 
dissection. 

Carcinoma of the faucial or lingual tonsils can 
be diagnosed by biopsy findings because clinical 
diagnosis usually is difficult. Sarcomas, undif- 
ferentiated carcinomas and lymphoepitheliomas 
of the oral cavity are preferably treated by either 
intraoral or percutaneous irradiation administered 
through three different portals. In squamous cell 
carcinoma, the use of radon implants combined 
with roentgenotherapy is indicated. Metastatic 
squamous cell carcinoma, when the primary tu- 
mor is adequately controlled, requires lymph 
node dissection after irradiation of the neck 
regions. 

In all instances of oral tumors, cooperation be- 
tween dentist, surgeon and radiologist is es- 
sential. 

Reichpietschufer 20, Berlin W 35, Germany 
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Zinc phosphate and silicate cements 


George C. Paffenbarger afd John W. Stanford. 
D.Clin.N.America 561-569 Nov. 1958 


The zinc phosphate cements have been used in 
dentistry for 75 years, the silicate cements for 
over 50 years. These cements are unique dental 
agents and have no extensive commercial use. 
They have two defects: (1) a relatively high solu- 
bility in the mouth, and (2) a noxious effect on 
the pulp. 

The powders of modern zinc phosphate ce- 
ments consist primarily of calcined zinc oxide and 
magnesium oxide in the ratio of about 9 to 1. 
Sometimes copper, silver or mercury salts are 
added to enhance antiseptic properties. The liq- 
uids of zinc phosphate cements are phosphoric 
acid solutions partly neutralized by the addition 
of aluminum and sometimes by the addition of 
aluminum and zinc salts. The water content of 
the liquids is within the range of 33 + 5 per cent. 

The powder and the liquid react to form phos- 
phates of zinc, magnesium and aluminum, which 
constitute part of the set cement; the rest is the 
unreacted core of the larger powder particles. 

The mixing technic should incorporate the 
maximum amount of powder in a given quantity 
of liquid. The hygroscopic liquid should be 
placed or the mixing slab (chilled to 60° to 
70°F.) just prior to beginning the mix. The in- 
crements of powder should be small. At least half 
of the top surface of the 3 by 6 inch slab should 
be used during the mixing, which should require 
about 90 seconds. 


The powders of the silicate cements are pow- 
dered complex glasses consisting essentially of 
aluminosilicates containing magnesium, fluorine, 
calcium, sodium and phosphorous. The liquids 
are aqueous solutions of phosphoric acid partially 
neutralized by the addition of aluminum or zinc 
salts or both. The water content of the liquids 





runs about 40 + 5 per cent. During the mixing the 
surfaces of the powder particles are attacked by 
the liquid and a gel surface forms over each parti- 
cle. The gel unites throughout the mass to bind 
the powder particles together. The set cement 
consists of the unattacked portion of each powder 
particle bound together by the gel-like matrix 
which is the soluble constituent of the cement. It 
causes the shrinkage, it stains and is weak. The 
mixing technic should be based on minimizing 
the amount of matrix. The mixing slab should be 
chilled to just above its dewpoint and the mix 
should be made as rapidly as possible, within 30 
seconds. As little of the mixing slab as practicable 
should be used. The mix should attain a heavy, 
putty-like consistency. As soon as the mix is com- 
pleted, it should be transferred to the cavity. The 
matrix strip then should be drawn tight and held 
in place until the cement has hardened. The har- 
dening time should be judged from a test piece 
made from the excess cement remaining on the 
slab. The amount of cement to be packed into the 
cavity should be estimated as exactly as possible, 
so that a minimum of finishing will be required. 
After the matrix strip has been withdrawn, the 
cement should be covered with petrolatum, 
U.S.P., or a silicone stopcock grease, or a low- 
melting paraffin wax. Polishing or dressing should 
be delayed for at least 24 hours because the sili- 
cate cements become much stronger with time. 
Under no circumstances should the restoration be 
made flush with the enamel margin just after re- 
moval of the strip; this would break off the weak 
margins of the restoration and make a V-shaped 
crevice at the margin of the restoration. Only the 
finest grit of cuttlefish disks should be used 
slowly; the disks should: be covered with grease 
to minimize frictional heat and to protect the 
newly uncovered surface from air or saliva. 

If a patient is a mouth breather, he should be 
instructed to coat his silicate cement restorations 
with petrolatum every night before retiring. 

Any cement based on a phosphoric acid liquid 
injures the pulp. Calcium hydroxide, alone or 
bonded with other agents, is effective in prevent- 
ing such pulp damage. Cavity varnishes without 
alkaline components appear to give partial pro- 
tection. 

National Bureau of Standards, Washington 25, 
DC. 











A study of certain of the effects 

of rotating instruments 

when cutting dental tissues at speeds 
in excess of 150,000 rpm 


Fred. W. Bruner. Alum.Bul. 
Mich.Univ.School Den. 60:28-33 Oct. 1958 


A study was undertaken (1) to record the rise in 
temperature produced in cutting sound extracted 
teeth at conventional speeds and at rotational 
speeds in excess of 150,000 rpm, and (2) to in- 
vestigate the pulpal response to operative proce- 
dures at the lower and higher speeds. 

In the first phase of the study, cutting pressures 
of 2, 4 and 6 oz. were used. About 8.5 cc. of cool- 
ing water per minute was used; a second series 
of tests was run with the same instruments, but 
with the spray reduced one half in volume. 

Moderate increases in temperature were re- 
corded when cutting enamel and dentin with ro- 
tary instruments at speeds in excess of 150,000 
rpm when an adequate coolant was applied. 
Every tvpe of cutting instruments except the two 
largest sizes of carbide fissure burs produced an 
average maximum rise in temperature that was 
less than 20°F. The carbide burs of larger sizes 
resulted in considerably higher temperatures than 
the smaller burs. Comparison of the relatively 
low temperatures obtained at high speed with 
those obtained at conventional speeds, higher 
pressures and without the benefit of coolants sug- 
gests that concern over the production of heat 
need not be a factor in the decision to use high 
operating speeds when an adequate coolant is 
provided. 

In the second phase of the study, the material 
consisted of 17 human teeth, all free of caries and 
any type of restoration. In all instances but one, 
corresponding teeth on opposite sides of the 
mouth were used as pairs. The high-speed hand- 
piece was used to prepare a cavity in a tooth on 
one side of the mouth whereas a conventional 
handpiece was used on the opposite side. The 
teeth were extracted after from 30 minutes to 14 
days, sectioned, stained and studied histologi- 
cally. Little difference in the pulpal response to 
either type of operative procedure was noted. Al- 
though the preparation of cavities by rotary den- 
tal instruments produced noticeable changes in 
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the pulpal tissues, these changes could not be 
demonstrated to be more severe for the high- 
speed than for the low-speed handpiece. The most 
commonly detected change was loss of an orderly 
appearance of the cells of the odontoblastic layer. 
The changes ranged from an increase in the size 
of the odontoblasts to complete disorganization, 
accompanied by heavy infiltration of inflamma- 
tory cells. Inflammation was seen in all of the 
teeth except two which had remained in the 
mouth for 14 days. Hyperemia and hemorrhage 
were found in most of the teeth. Vacuolization oc- 
curred in half of the teeth and was more severe 
in the teeth in which cavities had been prepared 
with high-speed instruments. Proliferation of new 
cells and a nearly normal appearance of the odon- 
toblastic layer were noted within two weeks. 
1021 Begole Street, Flint, Mich. 


The ‘unsavable tooth’ 


James A. Gale. Brit.D.J. 106:5 
Jan. 6, 1959 


Some years ago, Kraus advocated a method of 
saving “unsavable” teeth. The technic advocated 
was to clear the cavity walls of caries but to leave 
the soft decay on the floor of the cavity, and to 
seal the cavity hermetically using the Baldwin 
technic. 

In the past two years the author has used the 
Kraus method on 50 permanent molars, all of 
which normally would have been extracted as un- 
savable. All teeth had vital pulps. In some teeth, 
zine oxide lining was used, and in some, zinc 
oxide plus copper cement. Care was taken to see 
that the amalgam and cement hermetically sealed 
the cavities. No silver nitrate was used. 

One year later, 47 of the 50 treated teeth were 
examined. Toothache had developed in only one 
tooth; that tooth had to be extracted. Roentgeno- 
grams indicated no increase in caries. 

Two years later, 32 of the 50 treated teeth 
were examined. One had had to be removed be- 
cause of toothache, and two others had been ex- 
tracted as a matter of routine »v other dentists 
who were unaware of the investigation in prog- 
ress, and had performed the extractions for rea- 
sons unknown to the patients or to the author. 

128 Broomfield Road, Glasgow, Scotland 
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Causes and prevention of oral malformations 


Helmut Karte. Medizinische 58:583-587 
Dec. 1958 


Gametopathic, embryopathic or fetopathic fac- 
tors may induce or promote congenital malforma- 
tions in the oral cavity. Gametopathy is the conse- 
quence of changes occurring in the sex cells. 
Embryopathy is the result of diseases of the 
embryo in the first third of pregnancy, and 
fetopathy concerns diseases occurring in the last 
third of pregnancy. 

Embryopathy can result from various virus dis- 
eases in the first weeks after conception, such as 
rubella, measles, varicella, mumps, poliomyelitis, 
hepatitis epidemica, and others. 

Another possible etiologic factor in the devel- 
opment of oral malformations has been observed 
in animal experiments in which diets deficient in 
vitamins, aminoacids, minerals and metals fed 
during pregnancy increased the incidence of cer- 
tain oral deformities in the offspring. 

Ionizing roentgen rays, erythroblastosis, hor- 
monal imbalance (diabetes or hypothyroidism) 
and some poisons (colchicine, pilocarpine, 
alloxan, trypan blue or urethane) induce con- 
genital oral malformations. 

Mechanical factors (amnion or chorion strings) 
and the advanced age of the mother also may be 
the cause of an increase of hereditary anomalies. 

Schloss Strasse 20, Stuttgart 1, Germany 


Elastic-thread ligature as an auxiliary 
for tooth movement 


Marvin C. Goldstein. Am.].Orthodont. 
45:6-11 Jan. 1959 


A new auxiliary for tooth movement is an elastic 
thread ligature available in three sizes—no. 1, 
light; no. 2, medium, and no. 3, heavy. Made for 





orthodontic use, the ligature consists of a pre- 
pared rubber (similar to the kind used in ortho- 
dontic elastic bands) covered by closely woven 
nylon thread. The author has used the new liga- 
ture for several years and has found it a valuable 
auxiliary for tooth movement. In space closure 
the elastic thread permits ease of adjustment and 
performs an “automatic” constant adjustment. 

The ligature can be used to close anterior or 
posterior spacing. For upper anterior teeth and 
bicuspids, the medium ligature usually is suffi- 
cient. Adjustments can be made as the condition 
demands, usually at intervals of two to four weeks. 

The light ligature can be used in final finishing 
movements and in beginning movements in the 
mandibular anterior region. The heavy ligature is 
needed in moving molars. 

The new ligature is valuable in bringing down 
a high or unerupted cuspid or incisor. Elastic 
thread is much more gentle and efficient than 
stainless steel ligature tied to the arch wire. Lin- 
gually placed or embedded teeth can be brought 
into position with elastic ligature. For complete 
arch constriction or space closure, the ligature 
permits a gentle, gradual movement. This same 
adjustment can be used for retracting anterior 
teeth after the cuspids have been moved distally. 
Teeth can be rotated effectively with the elastic 
ligature. 

The elastic ligature is economical, practical and 
easy to use, and can be adjusted in a minimum 
amount of time. 

950 West Peachtree Street, Northwest, Atlanta, 
Ga. 


‘Ugly teeth’ 


B. R. Townend. M.Press No. 6251:178 
Feb. 25, 1959 


Many children suck their thumbs and fingers 
without producing malocclusion. Probably this is 
due to variations in the physical quality and effort 
of the thumbsuckers, or variations in the response 
of the individual tissues, or both. However, there 
is not the slightest doubt that gross malocclusions 
often are produced by sucking; these malocclu- 
sions return to normal quickly and completely 
without any active treatment if the habit is ar- 
rested; otherwise, active treatment is the only 











cure. It is not uncommon to find monozygotic 
twins, one of whom is a thumbsucker with the 
typical malocclusion pattern of a thumbsucker, 
and the other twin not a thumbsucker and with 
normal occlusion. 

The author has seen many patients in whom an 
incisor has been moved either posteriorly or ante- 
riorly because of nail biting, the way in which the 
tooth was moved depending on the way the nail 
was applied to the tooth. When the habit was dis- 
continued, the malocclusion disappeared without 
any active treatment. 

The argument that many children practice 
these various oral habits and do not produce mal- 
occlusions is tantamount to saying that, because 
many women wear tight shoes and do not get 
bunions, tight shoes are not an etiological factor 
in the production of bunions. 

The author has treated many children with 
malocclusions produced by finger sucking; in only 
a small percentage of patients were any untoward 
psychological effects noted from treatment. On 
the other hand, many children after dental treat- 
ment have become more self-reliant and their 
scholastic attainments have risen. There seems to 
be some relation between thumbsucking and enu- 
resis; in so many children, the condition stopped 
when the thumbsucking habit was discontinued. 
As both habits seem to be persistences of infantile 
patterns, it may be that the attainment of matu- 
rity in one respect produces a similar state of 
maturity in the other. 

Central Dental Clinic, The Elms, 9 Bond 
Street, Wakefield, Yorkshire, England 


Experience 
in spreading the median maxillary suture 


Hugo Thorne. Svensk tandlak.Tskr. 
51:175-196 April 1958 


The widening of the apical base and the nasal 
cavity in 28 patients was measured in serial oc- 
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clusal roentgenograms taken in the cephalostat. 
Dividers, a binocular loupe and a land surveyor’s 
transverse scale, capable of measuring to an ac- 
curacy of 0.1 mm., were used. 

The apical base in all patients was found to be 
widened between 1.3 and 6.5 mm.; the width of 
the nasal cavity had increased between 0.4 and 
5.7 mm. 

After from one to two years, 5 of the 28 patients 
showed a decrease of the gained apical width of 
from 0.3 to 2.0 mm.; in the remaining 23 patients, 
the apical width had remained unchanged or had 
increased from 0.0 to 6.5 mm. Only 9 of the 28 
patients had had a retention for as long as three 
months with the fixed appliance. 

During the same period, the nasal cavity width 
was stable or increased in 23 patients by from 0.0 
to 2.9 mm. (mean: 0.5 mm.), whereas in five 
patients the nasal cavity width decreased by from 
0.2 to 4.0 mm. The two patients with the largest 
loss of width in the nasal cavity (3.3 and 4.0 mm., 
respectively) had had practically no retention 
period with the fixed appliance. 

In nine patients the appliance had been fixed in 
the mouth for about three months. None of the 
nine showed any decrease in the gained nasal 
width in the next one to two years. On the con- 
trary, all nine showed increased widths, which 
were significant in seven. 

In two patients who had received no treatment 
other than spreading of the suture and retention 
with the fixed appliance for three months, there 
were losses of a half and a third, respectively, of 
the gains within from one to two years. The im- 
proved occlusion, however, remained stable in 
these patients. 

The suture widening technic usually is only 
part of the therapy, and in many instances has to 
be completed with other orthodontic treatment 
which might include extractions to obtain the 
desired occlusion. 

Eastmaninstitutet, Dalagatan 11, Stockholm, 
Sweden 
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A case report of tongue biting in an infant 


Frank H. Daniel. J.New Jersey D.Soc. 
29:12-13 Jan. 1959 


An eight month old boy began biting the anterior 
portion of his tongue during his afternoon nap 
and at night. The pediatrician reported the child 
to be physically and mentally normal. The den- 
tist, in an attempt to correct the tongue biting, 
reduced the recently erupted mandibular central 
and lateral deciduous incisors. This did not pre- 
vent the tongue biting. When the patient was 11 
months old the dentist, on recommendation of 
the pediatrician, extracted the afore-mentioned 
teeth. When the deciduous first molars and cus- 
pids erupted, the tongue biting was resumed. Re- 
duction of the cusps of the newly erupted teeth 
did not arrest the habit. The tongue biting was 
severe enough to cause considerable hemorrhage. 

Consultation resulted in the decision to design 
and insert an appliance that would be comfort- 
able, permit maintenance of a clear air passage, 
and be immovable by the patient. 

The technic used in constructing the appliance 
was that described by Chapin (1955) for the 
construction of mouth guards for use in contact 
sports. An impression of the maxillary arch was 
taken and a model made of stone. Latex rubber 
was applied to the stone cast, to cover the palate, 
teeth, and the labial and buccal areas of the 
gingiva. Denture powder was used in inserting 
the appliance, to increase the adhesiveness of 
the latex rubber to the gingiva. 

Two weeks after insertion of the appliance, 
the patient’s mother wrote: “The appliance . . . 
has been most successful. His tongue is well, and 
he doesn’t bite it at all. By the third day I think 
he learned it kept him from biting his tongue. 
Most of the time he opens his mouth for me to 
put the appliance in, which is no trouble at all. 


He does not try to take it out.” 





The patient no longer needed the appliance for 
his afternoon nap, but continued to need it at 
night. Because of continued eruption of the teeth 
and growth of the jaws, the appliance was re- 
made twice at intervals of about three months. 

School of Dentistry, University of North Caro- 
lina, Chapel Hill, N.C. 


Perléche (angular cheilosis) 


Roman Michalowski. Rev.stomat.,Paris 
59:854-861 Dec. 1958 


Perléche is an intertriginous inflammation usually 
occurring at the angles of the mouth. Candida 
albicans or other types of Saccharomycetes are 
found in the epithelial lesions. 

This form of oral moniliasis occurs particularly 
in undernourished children and is characterized 
by cracking and eroding of the oral mucosa. Red- 
dening of the involved regions occurs. Secondary 
infection often takes place. Opening and closing 
of the mouth causes pain. Desquamation of the 
epithelial tissue mainly involves the alae of the 
nose. Riboflavin deficiency seems to be a predis- 
posing factor. 

Perléche tends to become chronic, and is often 
accompanied by seborrheic dermatitis, glossitis 
and keratitis. 

Preventive measures include improved oral hy- 
giene, elimination of thumbsucking, special dental 
care, improved diet (adequate nutrition, rein- 
forced by thiamine, riboflavin and iron), and 
sterilization of all utensils (toys) handled by the 
child. 

Treatment consists of topical application of a 2 
per cent ammoniated mercury solution (salve or 
ointment), bacitracin ointment or 2 per cent cop- 
per sulfate. 

Perléche caused by riboflavin deficiency was 
observed in 30 children in a group of 3,000 chil- 
dren attending public schools in Warsaw, Poland. 
Large doses of vitamin B complex (thiamine hy- 
drochloride, nicotinamide and riboflavin) were 
administered combined with antibiotic therapy. 
The oral lesions were sprayed daily with a mild 
antiseptic solution. 

Dental Clinic, University of Warsaw, Miodowa 
18, Warsaw, Poland 
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Periodontics 





Comparison of the biologic effects 
of fixed and removable splinting 


W. G. Cross. Parodontopathies 15:83-87 
July 1958 


To compare accurately the biologic effects of 
fixed and removable splinting is difficult because 
fixed splinting is essentially a permanent proce- 
dure and removable splinting a temporary or at 
best a semipermanent procedure. 

In most patients with periodontal disease, fixed 
splinting is almost ideal from the point of view of 
positive stabilization, and is often, but by no 
means always, to be preferred from the point of 
view of esthetics. 

Removable splinting, because the splints can 
be removed, cannot obtain maximum stabilization 
in all planes, 

By insertion of a removable splint it may be 
possible to provide adequate fixation which pre- 
vents buccolingual and mesiodistal movements, 
but prevention of an axial movement is impos- 
sible. 

Periodontal splints are inserted for the follow- 
ing reasons: (1) to immobilize an isolated tooth 
or a tooth group; (2) to act as a means of reten- 
tion for teeth which have undergone orthodontic 
treatment and which, without stabilization, would 
relapse; (3) to eliminate food impaction; (4) to 
avoid the development of an abnormal occlusal 
contact, and (5) to raise the bite. 

Fixed splints usually consist of two or more 
inlays, pinlays or three-quarter crowns, soldered 
together. The cavity preparations must be parallel 
and, in instances in which bicuspids and molars 
are involved, extended deeply interdentally. The 
preparation of the teeth and the subsequent con- 
struction of an accurately fitting fixed splint is 
technically difficult especially if many anterior 
teeth are involved. This procedure requires a high 
degree of skill and a considerable amount of time, 
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and is, therefore, often out of the range of ability 
of many dental practitioners and beyond the 
financial range of many patients. 

Removable splints generally utilize firm teeth 
for anchorage and employ two-arm, three-arm or 
circumferential clasps. A new horizon has been 
opened by the introduction of the two-part re- 
movable splint which enables utilization of under- 
cut regions. 

The biologic effects of fixed and removable 
splints inserted during periodontal treatment in 
100 patients were studied at the Eastman Dental 
Hospital in London. Of these 100 patients, 65 
received removable splints, and 35 fixed splints. 

The biologic effects, presumably produced by 
removable splints, included the following: (1) 
condensation of osseous tissue around the splinted 
teeth; (2) changes in tooth mobility; (3) changes 
in masticatory function; (4) changes in speech 
function; (5) unfavorable tongue movements 
(habitual playing with the tongue); (6) in- 
creased decalcification, and (7) unfavorable 
(metallic) taste sensation. 

In most instances, some degree of bone con- 
densation occurred. In all patients, tooth mobility 
decreased, and masticatory function was im- 
proved. In isolated instances, temporary inter- 
ference with the function of speech was observed, 
especially in the pronounciation of  sibilants. 
Other patients acquired the habit of playing with 
the tongue. This habit probably was caused by 
involuntary reaction to too bulky upper splints. 
Only in a few instances was decalcification ob- 
served involving the regions beneath the splints. 
A few patients experienced a slight metallic taste. 

In the patients treated at the Eastman Dental 
Hospital, it was difficult to evaluate whether the 
biologic effects resulting from splinting differed 
significantly between the two groups. 

Both groups of patients stated that they were 
satisfied with the method of fixation used. No 
patient, however, received a fixed and a remova- 
ble splint simultaneously, and comparisons, there- 
fore, could not be made by the patients them- 
selves. 

On the basis of this study, it can be concluded 
that the initial selection of patients in whom the 
insertion of fixed splints is contemplated requires 
greater care than the selection of patients in 
whom removable splints are to be inserted. This 
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should be taken into consideration because of the 
difficulty of repair if breakage or any other 
damage of the appliance occurs as well as because 
of the danger of secondary caries. The difficulty 
obviously is greater if a tooth or several teeth 
within, or adjacent to, the fixed splint must be 
removed. 

The unfavorable biologic effects produced by 
removable splints are not significant enough to 
compensate for the technical difficulty involved 
in the original construction of an accurately fitting 
fixed splint. From the viewpoint of esthetics, the 
removable splint has many advantages and 
should, therefore, be inserted whenever possible. 

Eastman Dental Hospital, Gray’s Inn Road, 
London, W. C. 1, England 


The effects of ascorbic acid deficiency 
on the teeth and periodontal tissues 
of guinea pigs 


A. M. Hunt and K. J. Paynter. J.D.Res. 
18;232-243 March-April 1959 


Observations were made on the teeth and jaws of 
guinea pigs fed a basal semisynthetic diet sup- 
plemented with pure ascorbic acid at levels of 
0.0, 0.4 and 5.0 mg. per day per animal for peri- 
ods ranging from 24 to 75 days. Pair-feeding 
methods were used as a control. 

In animals fed 5.0 mg. ascorbic acid per day, 
no alterations in any of the tissues were visible 
microscopically. 

In animals fed 0.4 mg. ascorbic acid per day, 
severe alterations in the structure of dentin, mild 
alterations in the normal pattern of bone deposi- 
tion, and resorption in the jaws were observed. 
The latter changes were not visible after 45 days’ 
feeding but were seen after 75 days’ feeding. 

Tissue changes caused by feeding 0.4 mg. 
ascorbic acid per day for 48 days were reversed 
by feeding 5.0 mg. per day for an additional 27 
days. 

Animals kept on a diet completely deficient in 
ascorbic acid showed the most severe alterations 
from normal. Hemorrhage occurred in both the 
pulp and periodontal membrane. There was a 
failure of connective tissue formation of collagen 
fibers, cementum, dentin and bone. Excessive re- 
sorption of bone occurred and was greatest in the 


regions where pressure normally occurs on the 
bone. Enamel matrix failed to form in the regions 
where predentin did not form. Cells of the stra- 
tum intermedium of the enamel organ prolifer- 
ated at a level on the tooth far apical to that at 
which such proliferation occurs normally. In 
some regions, a cornified layer was formed. 

Faculty of Dentistry, University of Toronto, 
Toronto, Ontario, Canada 


Classification of periodontal splints 
and their indication 


Josef Kluczka. Zahndrztl.Welt & Reform 
59:656-658 Dec. 10, 1958 


Splinting the affected isolated teeth or groups of 
teeth to prevent abnormal tooth mobility in perio- 
dontal disease is a well-known procedure. Selec- 
tion of the suitable type of splint, however, fre- 
quently meets with difficulties because the desired 
immobilization can be obtained by use of the 
following splinting methods: (1) temporary 
splints; (2) fixed permanent splints; (3) remov- 
able splints, and (4) onlay splints. 

Temporary splinting is indicated when tooth 
stabilization is desired only for a limited period 
varying from a few days to several weeks. It in- 
creases the patient’s comfort and provides physio- 
logic rest for the involved tooth prior to perio- 
dontal treatment. The following methods for 
temporary splinting are recommended: (1) wire 
ligatures; (2) waxed silk ligatures with or without 
acrylic splints; (3) orthodontic band ligatures; 
(4) acrylic biteguard ligatures; (5) “profile” intra- 
dental splints, and (6) removable acrylic splints. 
In the construction of profile, band and acrylic 
splints, special attention must be paid to occlusion 
and articulation. These splint types may be con- 
structed as semifixed splints. 

The advantages of temporary splints are as 
follows: (1) they can be used in any part of the 
dental arch as well as in the entire arch; (2) they 
do not affect esthetic appearance; (3) they make 
it possible to include later additional teeth at both 
ends of the already splinted tooth group, and (4) 
they are comparatively easy to construct and in- 
sert—their construction requires a minimum of 
chair time. 

Their disadvantages are as follows: (1) tem- 
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porary splints fracture frequently, especially if the 
occlusion is inadequately balanced; (2) they 
often prevent proper tooth cleaning, promote food 
accumulation and gingival irritation; (3) they 
may cause decalcification if permitted to remain 
for excessive periods; (4) they may produce 
symptoms in the temporomandibular joint if the 
occlusion is not equilibrated properly, and (5) 
they require replacement usually after three to 
six months. 

The indication for using fixed permanent splints 
is not clear. A periodontal splint not only should 
stabilize the affected teeth but also must be able 
to relieve these teeth of the masticatory load and 
permit them to remain in rest position. Prior to the 
insertion of fixed permanent splints, therefore, 
selective grinding is required. For the selection of 
this type of splint, not only the degree of tooth 
mobility present but the proper interpretation of 
roentgenograms and the state of the total denti- 
tion are decisive factors. Fixed permanent splints 
may be chosen for patients in whom an increase 
in the mechanical efficiency of the masticatory 
function is desired without abandoning esthetic, 
hygienic and speech requirements. Most of the 
methods used in fixed permanent splinting, how- 
ever, have only a historical value. 

Removable splints have found acceptance in 
periodontal treatment because they are compar- 
atively inexpensive, easy to construct, do not re- 
quire devitalization of the pulp, permit future 
dental treatment without disturbance and are 
later easily replaced by removable partial dent- 
ures. Especially recommended are the Preissec- 
ker, the Elbrecht and the von Weissenfluh splints. 

Onlay splints are indicated for patients in 
whom bruxism, bruxomania, or traumatic occlu- 
sion (Karolyi’s effect) may be considered: as 
causative factors in the development of perio- 
dontal disease. 

Saarstrasse 19, Mainz, Germany 


Root planing 


Robert W. Swan. Chron.Omaha Dist.D.Soc. 
22:138-139 Jan. 1959 


Gingivitis and periodontitis are the two most com- 
mon periodontal diseases. Although either may be 
modified or aggravated by systemic disturbances, 
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the primary causes are found in the mouth. Of 
these local etiologic factors, calculus is para- 
mount. Calculus is removed by root planing, a 
mechanical process based on biological principles. 
The objective of root planing is to remove all ir- 
ritants from the hard surfaces of the teeth, with 
the infliction of minimal damage to the hard and 
soft tissues. In root planing, the following basic 
principles should be kept in mind: 


1. Deposits always extend to the bottom of the 
periodontal pocket. Files and curets, because of 
their relative thinness and gracefulness, are the 
best instruments to use at the bottom of a pocket. 

2. Heavy deposits of calculus are most easily 
removed by the use of chisels, sickles and hoes. 
Ordinarily, these instruments should not be used 
to remove calculus from the bottom of a pocket. 

3. Calculus adheres tenaciously to cementum. 
To remove all calculus and produce a smooth root 
surface, the operator must remove some of the 
cementum and in some instances all of it. 

4. Root surfaces have anatomic irregularities, 
and some calculus in such irregularities may pro- 
duce an impression of smoothness. The operator 
must exercise care accordingly. 

5. All calculus must be removed. If portions 
are left, they continue to cause irritation and act 
as niduses for the production of more calculus. 

6. A systematic approach should be employed. 
Teeth should not be root planed “here and there,” 
but rather should be planed thoroughly. 

7. Attention to chair position and finger rest 
positions is essential. In most situations, the use 
of the fourth finger as a rest affords the greatest 
amount of flexibility and sensitivity to the opera- 
tion. 

8. Instruments must be selected and main- 
tained properly. If a file is required, a sickle or 
curet should not be used in its place. Instruments 
should be sharp; dull instruments are inefficient 
and may produce unnecessary damage to tissue. 

9. Gentle, careful operating should be prac- 
ticed. 


Root planing constitutes one of the most worth- 
while preventive and therapeutic services for the 
dental patient, and gives the dentist a professional 
satisfaction that is difficult to equal. 

College of Dentistry, State University of Iowa, 
Iowa City, Iowa 
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Histology 





Electronmicroscopic studies 
of the organic matrix of enamel and dentin 
Hans Lenz. Mikroskopie 13:75-82 


Jan.-June 1959 


Previous electronmicroscopic investigations of the 
organic substance of enamel, the organic matrix, 
have established that in decalcified thin sections 
a network of submicroscopic fibrils becomes visi- 
ble. In a comparison of these structures with the 
pattern observed in calcified enamel by using the 
replica method, the original relations existing be- 
tween the organic and inorganic components of 
enamel can hardly be determined. 

In the decalcified thin sections the organic 
meshwork, with its interlacing fibrils running in 
various directions in a seemingly disoriented man- 
ner, can be observed. In the replica method, how- 
ever, the rodlike crystals of hydroxyapatite are 
regularly oriented within each prism. The crys- 
tals, therefore, do not fit into the meshes of the 


fibrillar network. Apparently, the method of de- 





calcification used accounts for the changes in the 
organic structures and prevents these networks 
from being considered as true images of the or- 
ganic substances. 

In an attempt to clarify these contradictions, an 
electronmicroscopic investigation of vital tooth 
germs was carried out at the Research Center for 
Micromorphology of the Fritz Haber Institute 
in Berlin-Dahlem, Germany. It was possible to 
prepare thin sections of the tooth germs without 
artificial decalcification. 

Several authors have assumed that an inter- 
cellular substance separates the ameloblasts from 
which the interprismatic substance supposedly 
had developed whereas the ameloblasts at the 
same time took part in the elaboration of the en- 
amel prisms. 

Serial electronmicroscopic studies, however, 
resulted in different observations and conclusions. 
Sections of ameloblasts, fixed in buffered osmium 
tetroxide, showed clearly that the ameloblasts are 
in immediate proximity to each other (Fig. 1). 





Figure 1 (Left) Ameloblasts fixed in osmium tetroxide. A membrane separates the isolated ameloblasts. 


A = ameloblasts. M = membrane. N = nucleus 


Figure 2 (Right) Ameloblasts fixed in Formalin. The protoplasms appear inadequately fixed and the tissue fis- 


sures are artifacts 
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Figure 4 Uncalcified organic en- 
amel matrix fixed in osmium te- 
' troxide. Electronmicroscopic study 
Figure 3 Ameloblasts fixed in osmium tetroxide. The organic matrix 
of the enamel is formed within the protoplasms of the ameloblasts 





Figure 5 Unealcified organic en- 
amel matrix. Replica method 





Figure 6 Collagenous ground substance of dentin. 
The upper, black part shows the beginning of the 
calcification process. Within the odontoblasts appear 
highly developed endoplasmic reticular tissues 





Figure 7 Calcification of ground substance of dentin. 
The process advances along collagen fibers 








30 Dental Abstracts October 1959 


The intercellular substance between isolated 
ameloblasts, observed under the light microscope, 
was an artifact produced by the protoplasmic 
changes caused by the fixative solution (Fig. 2). 

Under the electronmicroscope, the pre-enamel 
which previously was thought to be homogenous 
shows a fibrillar structure. The fibrils of the en- 
amel matrix originate within the protoplasms of 
the ameloblasts (Fig. 3). They are arranged in a 
well-defined manner and their pattern is in com- 
plete harmony with the arrangement of the hy- 
droxyapatite crystals as demonstrated by the rep- 
lica method (Fig. 4 and 5). This proves that the 
well-oriented preformed organic matrix of the 
enamel exerts an orienting influence on the hy- 
droxyapatite crystals. The structure of the enamel, 
therefore, is determined by its organic matrix. 
No interprismatic substance has been observed 
under the electronmicroscope within the layers of 
the organic enamel matrix (Fig. 6). 

The established relations between the pattern 
of the organic enamel matrix and that of the cal- 
cified enamel may serve as evidence that the elec- 
tronmicroscopic pictures of the organic enamel 
matrix, observed in thin sections of undecalcified 
tooth germs, demonstrate the true structures of 
the organic enamel matrix. 

It has also been assumed, especially after 
Korff’s work was published, that the fibers origi- 
nating in the pulp form the collagen fibrils of the 
organic dentin matrix. The odontoblasts were 
thought to be important only for the formation of 
the long threadlike processes (Tomes’s fibers). 

Electronmicroscopic studies of the odonto- 
blasts, however, revealed that the odontoblasts 
play an important role in the formation of the 
outer surface of the pulp and of dentin. The ac- 
tivity of these columnar connective tissue cells 
can be demonstrated by their highly developed 
endoplasmic reticulum and the precipitation of 
the cross-striated collagen fibrils in the close vicin- 
ity of the odontoblasts (Fig. 6). 

As the organic enamel matrix, the organic den- 
tin matrix exerts a determinative influence on the 
arrangement of the inorganic substances of den- 
tin. The calcification process in the dentin occurs 
along the collagen fibers (Fig. 7). 

Forschungsgruppe fiir Mikromorphologie, 
Fritz Haber Institut, Faradayweg 16, Berlin- 
Dahlem, Germany 


Histological studies of lamellae 
in human enamel 


Louis Klees. Cah.odontostomat.,Marseille 
8:17-69 Jan.-March 1958 


Structural defects in human enamel, such as fis- 
sures (which are artifacts) and lamellae (which 
are not artifacts), render the teeth vulnerable to 
the attack of caries. 

By acid tests fissures and true lamellae can be 
differentiated. There are three morphologically 
different types of acid-fast enamel lamellae: (1) 
a lamella (usually thick) which remains firmly 
attached to the enamel cuticle; (2) a lamella 
formed in poorly calcified enamel substance cov- 
ering the crown at the time of eruption, and (3) 
a lamella which forms a crevice into which the 
enamel epithelium has grown and which may be- 
come hornified with the enamel cuticle. 

Histological studies reveal that more lamellae 
are observed in transverse than in longitudinal 
sections. Not all lamellae observed extend from 
the dentinoenamel junction to the outer surface 
of the enamel; some lamellae occur on the surface 
only. 

Some lamellae are keratinized in varying de- 
grees, making them impermeable and resistant to 
penetration by caries; others, however, are per- 
meable and offer hardly any resistance to the 
initiation and progress of caries. 

Enamel lamellae usually are situated at certain 
distances from each other but sometimes they 
are found in clusters. The number of lamellae 
present in an individual tooth has no relation to 
the tooth’s susceptibility to caries; far more sig- 
nificant are the tooth’s dimensions. 

From 261 lamellae examined in transverse 
sections, 124 (47 per cent) appeared—more or 
less firmly inserted—on the enamel cuticle; 28 
(10 per cent) extended, sometimes considerably, 
to the dentin, and 48 (18 per cent) produced a 
transparent zone in the underlying dentin. In 
bitewing roentgenograms, enamel lamellae are 
often seen on the proximal surfaces, an occur- 
rence which undoubtedly leads frequently to 
severe destruction of the dentin. The coexistence 
of the different types of lamellae in an individual 
tooth often can be observed, although no definite 
or preferred localization of lamellae formation 


could be established. 
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Poorly formed and calcified enamel substance, 
promoting lamellae formation, is due to disturb- 
ances in the odontogenesis during diseases caus- 
ing loss of weight or during periods when dis- 
turbances occur from severe physiologic upsets 
(especially in adolescence). Enamel lamellae by 
involving the enamel cuticle play an important 
role in the pathogenesis of caries, particularly at 
the cervical parts of the teeth and at sites which 
are generally more or less immune. 

When the enamel cuticle is seriously involved 
in the lamellae formation (which was observed in 
47 per cent of lamellae specimens investigated) , 
the lamellae were filled with bacteria which had 
invaded these grooves and were demonstrable at 
the dentinoenamel junction and in the dentin. 
The enamel on each side of the lamella shows 
evidence of decalcification, widening the groove 
by dissolving surrounding inorganic substance 
and destroying the lamella and organic enamel 
rod sheaths. These defects in tooth structure pro- 
mote an interaction of both acidogenic and prote- 
olytic bacteria which leads to caries of the enamel 
and dentin. 

Of 20 transverse sections of teeth with enamel 
caries examined, there were 12 in which the 
enamel lamellae were the sites of the initial at- 
tack; in the other eight, caries developed inde- 
pendently from the type and localization of the 
lamellae. It is, therefore, erroneous to assume that 
caries always begins at the level of an enamel 
lamella. 

17 Montée des Accoules, Marseilles, France 


The effect of sodium fluoride 
and potassium fluoride solutions 
on the solubility of dental enamel 


Arje Scheinin. Suomen hammaslédk.toim. 
(Suppl. 1) 54:1-102, 1958 [in English] 


This chemical and histological investigation was 
conducted to study the following problems: 


1. Whether the concentration, pH and temper- 
ature of a fluoride solution affect the solubility of 
powdered dental enamel. 


2. Whether the application of ultrasound dur- 
ing fluoride treatment affects the solubility of 
powdered dental enamel. 
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3. Whether the duration of fluoride treatment 
and washing after fluoride treatment affect the 
solubility of powdered dental enamel. 


4. Whether an induced change in solubility of 
powdered enamel also occurs on the surfaces of 
whole teeth. 


The following conclusions were reached: 


1. Increased concentration of the fluoride so- 
lution results in reduced solubility of powdered 
enamel. The effect of pH of the fluoride solution 
strongly influences the solubility of powdered en- 
amel. The greatest reduction in solubility seems 
to be effectuated at pH 5.5 in the presence of 
carbon dioxide in the fluoride solution. At lower 
pH values the solubility in the lactate buffer so- 
lution is slightly increased. Dissolution of the en- 
amel particles occurs additionally during the im- 
mersion in fluoride solutions below pH 4.0. An 
increase in the temperature of the fluoride solu- 
tion results in a reduction of the solubility of the 
enamel powder, apparently due to an increase in 
the speed of reaction between fluoride and hy- 
droxyapatite of enamel. 


2. Ultrasound applied during immersion of en- 
amel in fluoride solution results in a decreased 
solubility of the enamel powder. 


3. Lengthening the immersion time of the en- 
amel in the fluoride solution results in a decreased 
solubility in the lactate buffer solutions. The find- 
ings on repeated fluoride treatment indicate per- 
sisting reactions between the fluoride and enamel 
after completion of the actual treatment period. 
Prolonged washing after immersion in fluoride so- 
lution causes increased solubility of powdered en- 
amel. The results indicate that the effect of fluo- 
ride solution in reducing solubility of the enamel 
is diminished by washing. 


4, The experiments with the surfaces of whole 
teeth were more difficult to evaluate than those 
with powdered enamel. It was concluded, how- 
ever, that increased concentration, neutral pH, in- 
creased temperature and increased duration of 
the fluoride treatment resulted in a decrease of 
the solubility of intact enamel. Thus the behavior 
of powdered and intact enamel was observed to 
be nearly similar in regard to the variables during 
immersion in fluoride solutions. On the other 
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hand, a notable difference exists regarding the 
effect of pH of the fluoride solution on intact 
enamel and on powdered enamel. The results on 
intact enamel suggest a low degree of protection 
at a low pH of the fluoride solution and a higher 
protection taking place at a neutral pH. It was 
further concluded that ground enamel surfaces of 
teeth are more soluble than natural enamel sur- 
faces. 

Institute of Dentistry, University of Helsinki, 
Helsinki, Finland 


Histochemical localization 
of beta glucuronidase 
in stratified squamous epithelium 


Romulo L. Cabrini and Fermin A. Carranza, Jr. 
Naturwissensch. 45:553 Nov. 15, 1958 


The knowledge of the distribution of enzymes in 
different tissues contributes to the understanding 
of their histophysiologic role. The different physi- 
ologic stages of stratified squamous epithelium 
layers offer a favorable arrangement for the 
studies of cell differentiation and proliferation. 

Previous studies on the histochemical distri- 
bution of beta glucuronidase in facial skin and 
oral mucosa have given irregular and often con- 
tradictory findings, probably caused by technical 
difficulties. Several technics have been described 
for histochemical studies of beta glucuronidase. 
Fishman’s technic, used exclusively at the Servicio 
de Anatomia Patologica of the Hospital Ramos 
Mejia in Buenos Aires, Argentina, has obtained 
the most satisfactory and constant results. 


The distribution of beta glucuronidase in the 
different stratified squamous epithelia of the rat 
(facial skin, tongue, palate and gingiva) and man 
(tongue, palate and gingiva) was investigated. All 
the specimens were fixed in Formalin chloral 
hydrate at 4°C. for 24 hours. Frozen sections 
were obtained and prepared according to Fish- 
man’s technic. 

After three hours of incubation a specific enzy- 
matic reaction was observed, localized exclusively 
in the basal cell layers. The reaction appeared to 
be cytoplasmic, the nuclei being negative. After 
prolonged incubation the enzymatic reaction ex- 
tended to the prickle cell layers; the keratin layer, 
however, remained negative. In the corium of the 
facial skin the enzymatic reaction was absent or 
comparatively weak, except in the blood vessels 
and the inflammatory exudates (when these were 
present). 

These findings were compared with those of 
studies of the distribution of other enzymes in 
human and animal epithelium. Acid phosphatase 
has been found to concentrate immediately be- 
neath the keratin layers, suggesting that a relation 
exists between acid phosphatase and keratiniza- 
tion. Beta glucuronidase, however, appeared to be 
related to the proliferation of epithelial cells be- 
cause a greater content of this enzyme was found 
in the less differentiated, highly proliferative lay- 
ers. In the epithelial layers of human and animal 
gingivae, where a slower rate of proliferation 
probably exists, a reduction in enzymatic activity 
was observed in some instances. 

Servicio de Anatomia Patologica, Hospital 
Ramos Mejia, Buenos Aires, Argentina 
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Unilateral temporomandibular joint pain 
J.A.M.A. 168:472 Sept. 27, 1958 


Q.—A 30 year old woman had a gradual onset of 
pain in the right temporomandibular joint one 
year ago which has been present ever since. The 
other joint has never been involved, and she has 
no other symptoms associated with this pain. The 
pain is aggravated when she opens her mouth 
wide and when she is chewing. She states that 
sometimes there is swelling around the joint, but 
this has not been noticed by anyone else. The 
patient never has had arthritis or other similar 
illness. A complete physical examination revealed 
her to be in good physical condition otherwise. 
Roentgenograms of the mandible and temporo- 
mandibular joint showed a relaxation of the cap- 
sular ligament in both joints, but no other ab- 
normalities. 

A.—It is assumed that the presence of any local 
disease about the temporomandibular joint has 
been excluded by physical and roentgenographic 
examinations. Probably the most common cause 
of the symptoms described is malocclusion. Ex- 
amination by a dentist is indicated. It is not un- 
common that patients who experience symptoms 
of this sort develop a tic in which the jaw is moved 
in a peculiar and abnormal way. This serves to 
continue the irritation. The patient’s jaw should 
be at rest. The use of a soft diet, avoidance of 
opening the jaws wide and, if necessary, the use 
of a chin sling to restrict motion may be tried. 

A.—Although unilateral pain in the temporo- 
mandibular joint may relate to a number of 
causes, in this instance the patient may be suffer- 
ing from a muscular spasm. This can be deter- 
mined by injecting procaine hydrochloride into 
the masseter muscle to determine if the pain dis- 
appears. If this occurs, the practitioner may be 
reasonably sure that the problem is not with the 
joint itself. The patient should be advised to exer- 
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cise the muscle by opening and closing the jaw 
to its maximum extent while the muscle has been 
anesthetized. If muscle spasm is her problem, this 
should bring relief. 

535 North Dearborn Street, Chicago 10, Ill. 


Ptyalism 
].A.M.A, 168:2204-2205 Dec. 20, 1958 


Q.—A 30 year old man has been suffering from 
hypersalivation (ptyalism) for about 15 years. No 
dietary or emotional basis can be found for this 
annoying condition which fills up his stomach 
with saliva, causing heaviness in the upper ab- 
domen and nausea. No pathologic condition can 
be found locally. Anticholinergic drugs, atropine 
and local mouth irrigations give no degree of im- 
provement. Please advise what can be done for 
relief. 

A.—The hypersalivation would not cause “heav- 
iness in the upper abdomen and nausea.” The 
hourly secretion of resting salivary glands equals 
15 cc., and the total amount of saliva secreted 
daily varies from about 600 to 1,500 cc. or more. 

It unlikely that even a substantial amount of 
hypersalivation would be related to the nausea in 
this patient. On the contrary, nausea itself is a 
powerful stimulus for the salivary glands and 
would, therefore, cause hypersalivation. A search 
for the cause of the nausea is in order. For exam- 
ple, gastrointestinal and gallbladder tests should 
be made. If no organic basis for the nausea can be 
found, simple abdominal distention with gas may 
be the explanation and can be treated by the 
administration of belladonna tincture, 0.6 cc. be- 
fore meals and at bedtime, and Pavatrine, 125 mg. 
after meals; by the avoidance of iced drinks and 
cold foods; by taking a hot drink before each 
meal, and by a prescribed diet. 

535 North Dearborn Street, Chicago 10, IIl. 
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Bacteriology 





Antibiotic inhibitors: 
effect of certain milk constituents 


K. E. Price, Z. Zolli, Jr., J. C. Atkinson 
and H. G. Luther. Umschau 59:90-91 
Feb. 1, 1959 


Previous investigations of antibiotic inhibitors 
have revealed that minimum inhibitory and mini- 
mum lethal concentrations of many antibiotics 
used in dental and medical practice are signifi- 
cantly higher for both gram-positive and gram- 
negative microorganisms in skim and whole milk 
than in the commonly used broth media. Appar- 
ently the inhibition of the antibiotic activity by 
milk can be attributed to the casein or mineral 
contents (principally cations) of this medium. 

A smaller but statistically significant decrease 
in the activity of two antibiotics (neomycin and 
polymyxin B) is produced by lactose. 

Five antibiotics—oxytetracycline, chlortetracy- 
cline, dihydrostreptomycin, neomycin and poly- 
myxin B—could be separated into two distinct 
groups on the basis of the degree of inhibition by 
casein. The antagonistic influence of milk con- 
stituents of the medium on oxytetracycline, 
chlortetracycline and polymyxin B can be attrib- 
uted to the high concentration of inorganic ions 
(principally calcium and magnesium) present in 
this medium. Data obtained at the research and 
development department of the Charles Pfizer & 
Co., Inc., Terre Haute, Ind., indicated that the 
readily ionizable salts of calcium and magnesium 
were more inhibitory than the less ionizable salts. 
Although inorganic ions were also found to be 
extremely inhibitory for neomycin and dihydro- 
streptomycin, only part of the antagonism ob- 
served in milk media could be attributed to the 
cation content. 

Magnesium salts were found to be more antag- 
onistic to oxytetracycline and chlortetracycline 
than were calcium salts; conversely, calcium salts 









































were more antagonistic to polymyxin B, dihydro- 
streptomycin and neomycin than were magne- 
sium salts. 

It can be concluded that the knowledge of inhi- 
bition of antibiotics by milk constituents may 
have a great importance both in the interpretation 
of microorganism sensitivity tests and in antibi- 
otic therapy. 

Chas. Pfizer & Co., Inc., Research and Devel- 
opment Department, Terre Haute, Ind. 


The bacteriological status of dentine 
around infected pulp canals 


I. M. Chirnside. New Zealand D.J. 54:173-183 
Oct. 1958 


The pulp of a freshly extracted cuspid was inocu- 
lated with Serratia marcescens. After incubation 
at 25°C. for 28 days, the tooth was sectioned and 
stained. S. marcescens was present in the dentinal 
tubules. If conditions are suitable, dentinal tu- 
bules may be invaded by bacteria established in 
a nonvital pulp. 

Fifty teeth with nonvital pulps were extracted 
from patients ranging in age from 10 to 60 years. 
The teeth were sectioned and the dentin of the 
roots examined. Bacteria were present in the 
dentinal tubules of 31 of the 50 teeth. Cocci were 
observed on 18 occasions and bacilli on 25 oc- 
casions. Generally, the bacterial invasion was con- 
fined to a few tubules. 

Bacteria were absent from the dentin of 19 of 
the 50 teeth. The absence of bacteria sometimes 
could be attributed to the presence of atubular 
calcific material. Nevertheless, many apparently 
accessible tubules were not entered despite the 
presence of bacteria in the root canal. It is pre- 
sumed that for some reason the environment 
within the tubules was unfavorable to bacteria. 
It is, of course, the odontoblastic process occupy- 
ing the tubule which is the incentive to bacterial 
invasion. It may be possible that in the interval 
between death of the pulp and the arrival of 
bacteria at the entrance to the tubules, the odon- 
toblastic process may have autolyzed, leaving the 
tubules devoid of nourishment. Indeed, even if 
bacterial invasion were successful initially, the 
prospect for continued nourishment and for re- 
moval of metabolic products makes it doubtful if 
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a tubule could for long remain a suitable environ- 
ment for microorganisms. 

University of Otago Dental School, Post Office 
Box 647, Dunedin, New Zealand 


Development of antibiotic resistance 
in staphylococci 


S. Ortel. Wissensch.Zschr.Univ.Greifswald 
6:391-398 May-June 1958 


When Sir Alexander Fleming described and 
named penicillin in 1929, no one could be aware 
that a few years later the specific antibacterial ef- 
fects of penicillin and of other antibiotics would 
be counteracted by an increasing incidence of 
antibiotic-resistant strains of microorganisms, The 
corresponding increase of infections that fail to 
respond to treatment with any single antibiotic 
agent, even if comparatively large doses are used, 
has caused much concern in international medi- 
cine and dentistry. 

A review of the pertinent dental and medical 
literature reveals that, although the intensified 
search for new and more potent antibiotic agents 
provides some comfort, the development of anti- 
biotic resistance in strains of pathogenic micro- 
organisms has been reported by American, Aus- 
tralian, Austrian, Belgian, British, Chilean, 
Chinese, Danish, Dutch, French, Italian, Japa- 
nese, Norwegian, Polish, Rumanian, Russian, 
Swedish, Swiss and German authors. 

Tests of the resistance to various antibiotics in 
3,784 strains of Staphylococcus pyogenes var. 
aureus were made at the Hygiene Institute of the 
University of Greifswald, Germany, between 
1948 and 1956. 

The strains employed in this study were se- 
lected because they had proved to be resistant to 
each of the antibiotic agents when used singly. 
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The following conclusions were reached: 


1. Only 15 per cent of the 3,784 strains investi- 
gated in 1948 resisted combinations of antibi- 
otics; in 1956, however, 70.5 per cent were able 
initially to resist combinations of chlortetracycline 
and penicillin, and combinations of chlortetracy- 
cline and bacitracin, in concentrations of three 
units per milliliter. 


2. Resistance against broad spectrum antibi- 
otics (in combinations) was relatively low; 10 per 
cent of the strains were resistant against strepto- 
mycin used singly, 2.2 per cent against tetracy- 
cline used singly, and 3.7 per cent against chlor- 
amphenicol. 


3. More strains resistant to antibiotics were 
found in hospitals than in medical and dental 
practices. The typification of Staph. pyogenes var. 
aureus by using Phagaceae proved to be an im- 
portant method by which to recognize the source 
and course of infections. 


4. The data obtained suggest the advisability 
of an initial use of comparatively high doses of 
combinations of antibiotics in instances of pro- 
longed infection. Only in this manner can the in- 
vading microorganisms be eliminated before they 
are able to acquire resistance. 


5. In infections of long duration, the isolation 
and investigation of the infecting microorganisms 
should be repeated at frequent intervals, and their 
sensitivity to the antibiotic agent employed be re- 
tested. 


6. More attention should be paid by dentists 
and physicians to the immunotherapy using 
staphylococcus vaccines. 

Hygiene-Institut, Universitit Greifswald, Ger- 
many 
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The effects of tobacco on the oral tissues 


Dean W. Masterson. Oregon D.J. 28:2-4 
Nov. 1958 


The evidence is conclusive that tobacco is an ir- 
ritant to the oral tissues. Although both smokers 
and nonsmokers can have lesions of the oral 
mucosa, it is the excessive smoker who is more 
prone to such lesions. 

The New York Institute of Clinical Oral Path- 
ology reported (1942) that hyperemia of the 
oral tissues occurred after smoking. Lymphocytic 
infiltration was noted about the blood vessels 
and lymphatics of the mucosa of a chronic 
smoker. 

Ribble (1947) found that only 1 of 51 patients 
with papular leukoplakia was a nonsmoker. Lamb 
and Eastlake, in a study of carcinoma of the 
lower lip, found that tobacco contributed to 
leukoplakia which lead to leukokeratosis and 
finally to oral cancer. 

Gibbs (1952) reported that dental caries ap- 
peared to be arrested in the mouths of tobacco 
chewers, even though in some patients most of 
the enamel had been worn away and the dentin 
was exposed to the oral fluids. On the other hand, 
Ludwig and Massler (1952) reported that in a 
study of 2,577 naval enlistees, there was less 
caries in those who smoked five or less cigarettes 
daily than in those who smoked more than 15 
cigarettes daily. Pindborg (1949), in a study of 
5,690 Danish Royal Marines, found a correlation 
between the amount of tobacco consumed and 
the deposition of calculus. Of the nonsmoking 
group, 50 per cent were affected with calculus; 
of the group who smoked moderately, 66.3 per 
cent; of the heavy smokers, 69.1 per cent. Only 
1.9 per cent of the nonsmokers had ulceromem- 
branous gingivitis; 6.4 per cent of the moderate 
smokers were affected, and 8.5 per cent of the 
heavy smokers were affected. Ludwig and Mass- 


ler found no correlation between smoking and 
simple gingivitis. 

Extracts from tobacco can cause histological 
changes in laboratory animals, and in some in- 
stances even malignant growth, but as yet there 
have been no positive results showing that to- 
bacco has these effects in man. Studies indicate, 
however, that tobacco is a contributing factor in 
many of the oral lesions of man. 

Oregon State Dental Association, 305 Selling 
Building, Portland 5, Ore. 


Heritability of calculus formation 
in human twins 


Hans Erich Reiser and Friedrich Vogel. 
Deut.zahnérztl.Zschr. 13:1355-1358 
Dec. 1, 1958 


Formation and deposition of dental calculus may 
be promoted by the following factors: (1) the 
specific bacterial content of the oral cavity; (2) 
the specific chemical composition of the saliva; 
(3) the roughness of tooth surfaces; (4) the ir- 
regularity in tooth position; (5) the recession of 
gingival tissue, and (6) the lack of normal fric- 
tion. 

It has often been suggested that the bacteria of 
the oral flora should be regarded as being the 
main cause of calculus formation by exerting 
chemical influences such as hydrolysis of proteins 
in the oral cavity into proteoses, peptones and 
other protein derivatives through enzymatic ac- 
tion. This proteolysis presumably provides a tena- 
cious, physical framework in the oral cavity 
within which calcium phosphates and carbonates 
are deposited together with organic matters to 
form calculus. 

The histopathology and possible heritability of 
calculus were investigated in 161 monozygotic 
and dizygotic pairs of twins, all pupils of Berlin 
public schools, at the Max Planck Institute for 
Comparative Genetic Biology and Pathology in 
Berlin-Dahlem, Germany. 

It was demonstrated that it is not the action of 
the bacteria of the oral flora but the chemical 
composition of the saliva—based on definitely de- 
monstrable genetic factors—that plays the major 
role in calculus formation. 
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in normal as well as in pathologic persons—ex- 
hibits a great variability. Human dental calculus 
is subject to extreme variation in its chemical 
structure. The individually changed compounds 
of three calcium phosphates (colloidal apatite, 
colloidal whitlockite and macrocrystalline brush- 
ite) appear to be based on genetic factors. The 
twins showing extreme calculus accumulations, 
which frequently led to the development of per- 
iodontal disease, had a saliva of extremely low 
viscosity and low protein content. It was estab- 
lished that the higher the mucin content of the 
saliva, the less calculus was deposited. 

Roughness of tooth surfaces and irregularities 
in tooth position—both closely related to lack of 
normal friction—do not play a significant part in 
calculus formation. A continuous consumption of 
a soft diet combined with lack of adequate oral 
hygiene favor the accumulation of calculus, es- 
pecially in instances in which the tooth surfaces 
are rough or when the tooth position is too ir- 
regular to permit proper toothbrushing. 

Extreme calculus formation often is one of the 
causes of periodontal disease. The recent studies 
revealed, however, that the genetic factors in the 
development of periodontal disease, previously 
demonstrated by Hruska, Kaleve, Korkhaus, and 
other authors, are closely related to the heritabil- 
itv of calculus formation. 

Friedenheimer Strasse 19, Munich 12, Ger- 
many 


Histochemical investigations 
of supragingival and subgingival calculus 


Francesco Ujhelyi. Ann.stomat.,Roma 
7:937-955 Dec. 1958 


Histochemical investigations of supragingival 

and subgingival calculus were carried out at the 

Dental Institute of the University of Rome, Italy. 
The following conclusions were reached: 


1. The concretions were partially soluble in 
acids and alkalis but not soluble in distilled water 
and physiological saline solution. 
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2. The concretions may be decalcified by 
trichloroacetic acid without loss of proteins. 


3. In supragingival calculus lipid has been 
demonstrated histochemically. Lipid probably 
plays a role in the calcification process. 


4. In supragingival calculus, carbohydrate 
proteins have been demonstrated histochemically. 
Carbohydrate proteins have been associated with 
the calcification of urinary calculus and it can be 
assumed that they play a similar role in the calci- 
fication of salivary calculus. 


5. Both supragingival and subgingival calculus 
contain an amorphous background substance 
which resembles the ground substance of osseous 
and cartilage tissues. Neither the origin of this 
substance nor its role in the calcification process 
is known. 


6. The carbohydrate proteins of dental calcu- 
lus can be divided into three groups: mucopro- 
teins, nucleoproteins and lysozymic proteins. 


7. Accumulated food particles, epithelial or 
inflammatory cells make up only an insignificant 
fraction of the ground substance of calculus. 


8. Subgingival calculus appears to be attached 
to the surfaces of the roots by means of cuticles, 
by gradual growth into regions previously oc- 
cupied by Sharpey’s fibers and by mechanical 
fixation in regions of fissured cementum and den- 
tin. 


9. The root surfaces incisal to the epithelium 
are always covered by bacterial plaques which re- 
semble the bacterial plaques associated with den- 
tal caries. 


10. Basic colloid lysozymes and the acid col- 
loid mucoproteins and nucleoproteins produce the 
colloidal substance which forms the main struc- 
ture of dental calculus. 


Calculus penetration into the cementum and 
along the dentinocemental junction was not ob- 
served. 

Scuola di Perfezionamento Odontoiatria e Pro- 
tesi Dentaria, Universita di Roma, Rome Italy. 
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Progress in oral cancer 


D. J. McGrath and Erwin R. Schmidt. 
Surg.Clinics N.Am. 
38:969-980 Aug. 1958 


Although malignant neoplasms of the oral cavity 
are easily visualized, readily palpated and accu- 
rately evaluated, both clinically and roentgeno- 
graphically, results of therapy generally have 
been poor when compared with results in the 
more occult carcinomas. The responsibility for 
this alarming situation lies primarily with the pa- 
tient and secondarily with the physician or den- 
tist who is first consulted regarding the lesion. 
Theoretically, oral tumors, under adequate ther- 
apy, should provide a favorable prognosis, be- 
cause of their accessibility and because these 
tumors generally are of low grade and rarely me- 
tastasize beyond the confines of the regional 
lymph nodes or contiguous tissue. 

The public has been well educated in the signs 
and symptoms of cancer of the breast, skin, lung 
and other organs, but apparently has not been 
sufficiently educated as to the implications of 
lesions in the oral cavity. More and more breast 
lesions are being seen at an early stage, but most 
oral lesions continue to be permitted to grow until 
they require extensive resections. Cancer of the 
oral cavity is curable (even more so than other 
forms of cancer) in the early stages; in the ad- 
vanced stages it offers a dubious prognosis. 

One hundred and seventeen patients with oral 
cancer were seen at the University of Wisconsin 
Hospitals during the periods 1950 to 1952 and 
1955 to 1957. The tumors consisted almost en- 
tirely of squamous cell carcinomas involving the 
alveolar ridges, buccal mucosa, palate, floor of the 
mouth and tonsil. Lesions of the lip, tongue and 
pharynx were excluded. 

Carcinomas of the oral cavity occurred in 4.5 
per cent of all patients with malignant tumors. In 


this series, lesions of the alveolar ridge repre- 
sented 35 per cent of the total. The disease oc- 
cured in men and women in a ratio of 5:1. The 
average age of the patients was 65 years. No tu- 
mor of the floor of the mouth was observed in 
women. Tonsillar lesions appeared to be the most 
malignant, followed by lesions of the floor of the 
mouth, buccal mucosa, alveolar ridge and palate, 
in that order. 

In 30 per cent of the patients, oral lesions were 
accompanied by leukoplakia. The buccal mucosa 
and the maxillary alveolar ridge seem to show a 
particular predilection for this precancerous le- 
sion, exhibiting it in 63 per cent of the patients 
with malignant tumors in these regions. It is es- 
pecially important to observe leukoplakia closely, 
particularly in the mentioned areas, where usually 
it is advisable to treat the leukoplakia by electro- 
fulguration early in its development. 

In this series of 117 patients, 52 per cent either 
had palpable nodes at the time of admission or 
developed them subsequently. Bony involvement 
was common in lesions of the alveolar ridge but 
infrequent in palatal lesions. 

Therapy was primarily surgical in both groups 
of patients. For lesions without evidence of lym- 
phatic or bony involvement, wide electrocautery 
excision generally was used. In the treatment of 
regional node metastases, radical neck dissections 
or combined resections with the primary tumor 
generally were used. “Prophylactic” neck dissec- 
tions were not performed. 

When recurrences develop, usually they will 
appear within the first 12 months (84 per cent). 
Ninety-eight per cent of recurrences appeared 
within two years after'treatment. 

Over-all survival rates were only fair for the 
first group of patients (34 per cent two-year sur- 
vival rate and a 23 per cent five-year survival 
rate). With a change in methods of therapy and a 
better evaluation of patients, in the second group 
of patients the two-year survival rate was 70 per 
cent. A more radical extirpation of the early le- 
sions at the initial operation was reflected in this 
reduced recurrence rate. 

Progress in the management of oral cancer can 
be achieved by active public education in its rec- 
ognition at an early stage, combined with vigor- 
ous and planned primary therapy. 

1300 University Avenue, Madison 6, Wis. 





Why do cancer patients die? 


James D. Hardy. Surg.Gynec.&> Obst. 
108:368-369 March 1959 


The theories of “spontaneous” multiple muta- 
tions, of initiating and promoting factors, of criti- 
cal cell colony size and growth restraint, of 
chronic irritation by carcinogens or of viral origin 
of cancer—all these are of interest in the genesis 
of the primary tumor, but none of them explains 
how the tumor, once developed, actually kills the 
patient. 

Because the metastases and not the primary 
tumor usually render the cancer beyond eradica- 
tion by surgery, it may be concluded that the 
metastases kill the patient. But if so, which type 
of metastasis—contiguous spread, lymphatic or 
blood-borne—causes death? Recent research has 
established that the venous drainage of tumors 
and even distant systemic blood may contain 
embolic cells. Do these cells produce death and, 
if so, how? 

More and more the concept of individual host 
immunity to cancer has come to be accepted. 
Patients’ histories prove that tumors have grown 
slowly for months or years, only to metastasize 
after surgery when the primary tumor was in- 
completely excised. A patient with a malignant 
tumor in a burn scar, present for many years, 
suddenly exhibited widespread metastases a few 
weeks after complete local excision. In another 
patient the development of a mucous adeno- 
carcinoma in the operative scar was observed 15 
years after resection of the primary carcinoma. 
What forces had held these cancer cells dormant 
or, at least, in check for so long? These forces 
were probably immunologic, because recently 
the existence of a relationship between host re- 
sistance and tumor implants has been established 
in controlled animal experiments. Thereby, at 
least one factor has been demonstrated by which 
a malignant tumor may overpower the patient’s 
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resistance, namely, the aggressive “biologic ac- 
tivity” of the tumor. But how does the malignant 
mechanism overpower the biologic defenses? 
Malignant tumors produce demonstrable bio- 
chemical lesions at an enzymic and molecular 
level. 

Death from cancer is not due to the mechanical 
interference with a vital function or to hemor- 
rhage or infection. 

Far advanced malignant tumors of the maxil- 
lofacial region, characterized by the “cancer 
facies,” produce various biochemical lesions and 
extensive sepsis. Patients lose their appetite 
(probably through effects on the hypothalamus) 
and starvation plays a prominent role in the pa- 
thology of advanced cancer. Biochemical de- 
rangements exist which preclude the effective 
metabolic use of the nutrients ingested. 

Cancer therapy usually takes the form of a 
surgical, physical (by radiation) or chemothera- 
peutic attack on the primary tumor and its 
metastases. The near future may even witness an 
immunologic attack, regardless of whether or not 
cancer is viral in origin. 

It is not inconceivable that, long before a 
chemotherapeutic agent is found that will eradi- 
cate the tumor itself, other agents may be de- 
veloped which will achieve long-range palliation 
through biochemical interposition. 

Surgical thought has been widened, deepened 
and extended to accept the concept of cancer as 
a systemic or biochemical disease, arising from a 
single focus and later forming metastases. 

Surgery and radiation have been found inade- 
quate in many instances and cancer chemo- 
therapy is still in its infancy. Cancer, however, 
has been recognized as the metabolic aggressor. 

The cause of death from cancer is the extensive 
derangement of biochemical functions, and the 
similarity between malignant tumor and sepsis 
cannot be overemphasized. 

2500 North State Street, Jackson 6, Miss. 
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Atropinelike poisoning 
due to tranquilizing agents 


P. R. Mahrer, P. S. Bergman and S. Estren. 
Am.].Psychiatry 115:337-339 Oct. 1958 


The recent widespread use of tranquilizing drugs 
has brought about many reports of the potential 
toxicity of these preparations. The reports pri- 
marily have emphasized the toxic and allergic 
reactions. However, the various side effects in- 
herent in the chemical properties of tranquilizing 
agents have not been reported outside the phar- 
macologic literature. 

The phenothiazine derivatives such as pro- 
methazine (Phenergan), chlorpromazine (Thora- 
zine), prochlorperazine (Compazine), mepazine 
(Pacatal) and others have in common varying de- 
grees of an anticholinergic atropinelike activity. 
The blockage of effector organs of the postgang- 
lionic nerves is demonstrable in the salivary 
glands, pupils, intestines and the skin. 

The anticholinergic effects of the phenothia- 
zine derivatives are known to the manufacturers, 
and appropriate warnings about the atropinelike 
reactions are included in some of the descriptive 
pamphlets. The eminent danger of hyperthermia, 
one of the classic symptoms of atropine poison- 
ing, however, is not mentioned. 

It has been demonstrated that the combination 
of mepazine and chlorpromazine caused more 
drowsiness, blurring of vision and dryness of the 
mouth than did either drug alone. Because 
prochlorperazine is chemically related to chlor- 
promazine, a synergistic action of mepazine and 
prochlorperazine may have been a factor in the 
severity of the anticholinergic reactions. 

The phenothiazine derivatives, although in 
general anticholinergic, exert quantitively dif- 
ferent influences on the various end organs. 
Sweat function has been investigated less than 
the other autonomic functions because most of 
the animal experiments were made with dogs, 


animals that do not sweat except on the foot pads. 
Consequently, the possible strong and synergistic 
suppressive action on the sweat production in 
patients has not been investigated sufficiently. 

With the widespread use of tranquilizing 
agents, it is remarkable that there were no previ- 
ous reports of the hyperthermic reaction, partic- 
ularly because this abnormally high body tem- 
perature is not caused by an allergic response 
to the drugs but represents a side reaction inher- 
ent in the pharmacology of phenothiazine deriva- 
tives. 

A case of severe atropinelike poisoning caused 
by mepazine (25 mg. four times daily) combined 
with prochlorperazine (5 mg. four times daily) 
is reported. The main symptoms were complete 
absence of sweating, hyperthermia, pupillary 
paralysis, disturbance of the salivary excretion 
causing dryness of the oral mucosa, and delirium. 
The patient remained afebrile but a herpetiform 
eruption about the lips and tongue and several 
aphthous lesions on the uvula and the right ton- 
sillar region appeared. These lesions cleared up 
as a result of local therapy with methylrosaniline 
chloride, and the patient was asymptomatic 12 
days after admission. 

Mount Sinai Hospital, New York, N.Y. 


Agranulocytosis after administration 
of amodiaquin (Camoquin) hydrochloride: 
report of case 


J. J. de Blécourt, J. J. Bode 
and W. F. Nagelschmit. Ned.Tschr.Geneesk. 
103:14-18 Jan. 1959 


Amodiaquin hydrochloride, an antimalarial 
agent, has proved effective in the treatment of 
rheumatism and rheumatoid conditions without 
serious side effects at therapeutic dosage levels. 

In the case reported, the patient, a 36 year 
old woman with lupus erythematosus dis- 
seminatus, characterized by skin eruptions, pro- 
longed high temperature and visceral lesions 
without involvement of the oral cavity, received 
500 mg. amodiaquin hydrochloride for three 
weeks. During the period of administration of 
this drug, agranulocytosis occurred with ulcerat- 
ing, necrotizing lesions of the gingiva, floor of 
the mouth, buccal mucosa, pharynx and other 


ial 





regions of the oral cavity. The oral lesions were 
deep and undermined, covered by greenish-black 
necrotic membranes from which various bacteria 
could be isolated. Characteristic was the de- 
creased leukocytic response. Prednisone therapy, 
50 mg. daily, administered orally, obtained a 
cure. 

Only one other case report (Glick) has ap- 
peared in the literature, describing an instance 
of agranulocytosis after daily administration of 
400 mg. amodiaquin hydrochloride for a period 
of eight weeks. The patient, a 42 year old woman, 
suffered from erythema solare. The suddenly ap- 
pearing agranulocytosis was so severe and re- 
sistant to therapy that the patient died. 

Frankenstraat 42, Haarlem, The Netherlands 


Mucosal hemorrhages 
and gastroduodenal ulcerations 
caused by acetylsalicylic acid (aspirin) 


M. Levrat and R. Lambert. Presse méd. 
66:1945-1948 Dec. 10, 1958 


Mild reactions from an intolerance to aspirin can 
be considered banal, but severe digestive compli- 
cations cannot be regarded as commonplace. 

On the basis of observations of 52 patients in 
1957 and 1958, the authors believe that aspirin 
occasionally provokes digestive hemorrhages and 
that the drug frequently is responsible for ulcer- 
ous hemorrhages. 

Digestive disturbances in these patients took 
place within 24 hours after the absorption of 
aspirin. Thirteen patients had an ulcerous non- 
hemorrhagic attack, and in two patients the dis- 
turbance lasted for several months. In 39 pa- 
tients aspirin caused digestive hemorrhage of the 
following three types: (1) activation of a pre- 
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existing ulcer in 15 patients (determined roent- 
genographically); (2) isolated hemorrhages not 
related to any evident digestive lesion in 21 pa- 
tients, and (3) hemorrhages associated with 
pre-existing alcoholic hepatitis in two patients. 

Unquestionably, an ulcerous “terrain” played 
an important role in the pathogenesis of disorders 
caused by aspirin. Altogether 78 per cent of the 
52 patients had an ulcerous condition. In 16 pa- 
tients the “histaminopexic” (histamine-fixing) 
power was absent in the serum and in the gastric 
juice. Aspirin occasionally promoted chronic 
dyspeptic disorders. The drug provoked reactiva- 
tion of ulcers without hemorrhage in 13 patients, 
maintained an ulcerous condition in two, and 
caused a perforation of the gastrointestinal tract 
in one. 

Digestive hemorrhage is the most frequent 
type of digestive disorder caused by aspirin, and 
was present in 75 per cent of patients. It usually 
had a benign course. 

The pathogenic mechanism of the disturbances 
caused by aspirin results from the corrosive ac- 
tion of the gastric contents combined with the 
presence of insoluble particles of aspirin. The ac- 
tion is general and is harmful to a predisposed 
mucous membrane. 

Experiments on 200 rats resulted in superficial 
and hemorrhagic lesions of the gastric mucosa 
after oral or parenteral administration of aspirin. 
There exists the possibility of a neurohumoral re- 
action to aspirin and of a harmful effect of the 
drug on the blood, promoting the hemorrhagic 
character of the disturbances. 

Dentists and physicians, therefore, should not 
administer aspirin to or recommend its use for 
patients with an ulcerous “terrain.” These patients 
should be dissuaded from using any drug con- 
taining acetylsalicylic acid. 

120 Boulevard Saint-Germain, Paris 6, France 
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Statistical data on the caries incidence 
in a Romanian mining district 


M. Rusu, A. Andrei, M. Chiru-Ciobanu and 
S. Ciobotaru. Stomat.,Bucharest 5:37-58 
March 1958 


The dental care in the rural districts of Romania 
is at present the least efficient in the country. Be- 
fore and during World War II, however, the 
national dental health service had been in an even 
worse position. 

Since 1955, five dentists have been employed 
full-time to render urgently needed dental service 
to the population, especially to preschool and 
school children, of the Jacobeni district (Buko- 
vina), a district rich in manganese. 

Although the dental health of children is gradu- 
ally improving, the caries incidence in the adult 
population of the district, especially in miners, is 
abnormally high. 

The purpose of the present study is to provide 
the national dental health service with statistical 
data which demonstrate the high caries incidence 
in the miners of Jacobeni. 

Dental examinations of 218 miners (203 men 
and 15 women) were carried out; the findings 
were as follows: 

1. Caries lesions of various types and degrees 
were observed in 85.01 per cent. 

2. The highest caries incidence was observed 
in miners from 60 to 70 years old. 

3. The caries index per subject was 3.6; the 
extraction index per subject was 4.09, and the 
restoration index per subject was only 0.26. 

4. The lower first molars and the upper and 
lower second molars were the most frequently 
affected teeth. The lateral incisors and the cuspids 
were the least affected teeth. 

5. In 186 miners (85.01 per cent of all subjects 
examined), 681 carious lesions of various types 
and degrees were found. There were 272 in- 
stances of caries of the enamel; 346 instances of 


caries of the dentin; 56 instances of caries of the 
cementum, and 7 instances of caries of the sec- 
ondary dentin. 

6. Pulpitis, associated with caries, was found 
in 56 miners, and gangrene in 272. 

It is obvious that the caries frequency in adults 
(especially miners) in Jacobeni is unusually high. 
General dental health is extremely poor but that 
does not refer solely to the high caries frequency. 
Oral hygiene is almost unknown in this district, 
and the great majority of carious lesions remained 
untreated and unchecked. The impact on the gen- 
eral health of the adult population is evident. 

Because the number of filled teeth and of tooth 
restorations is comparatively insignificant, there 
exists an urgent need for immediate dental treat- 
ment. 

Clinica de Chirurgie Maxilo-faciala, University 
of Iasi, Romania 


Apples and dental health 


Geoffrey L. Slack and W. J. Martin 
Brit.D.J. 105:366-371 Nov. 18, 1958 


Although the dental profession has recommended 
that fibrous foods be eaten to maintain oral health, 
it is difficult to find any reports in the literature 
supporting this contention. This pilot study was 
set up to test the value of apples in the preven- 
tion of dental caries. 

The children of the National Children’s Home, 
Frodsham, and the Family Group Homes in the 
City of Liverpool were divided into an apple 
group and a control group. Five dental examina- 
tions, including the baseline examination, were 
carried out at intervals of six months in a two- 
year period. Caries and gingival disease were 
scored. 

The children in the apple group were served 
fresh apple rings about half an inch thick, at the 
end of each meal and after eating snacks between 
meals. No instructions whatsoever were given re- 
garding oral hygiene. Ninety children in the apple 
group and 81 children in the control group were 
observed for two years. 

Children six to ten years old in the control 
group had a slightly (but insignificantly) larger 
percentage of carious first molars at the beginning 
of the investigation than those in the apple group. 
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During each of the four periods of observation, 
the percentage of first molars which developed 
caries was much larger in the control group than 
in the apple group, the differences being statis- 
tically significant in each period. 

Among children 11 to 15 years old, those in the 
control group had a slightly smaller percentage 
of carious first molars at the initial examination 
than those in the apple group, but developed 
more caries during the periods of observation. 

The gingival condition of children in the apple 
group was significantly better than in the control 
group. 

The effect of eating apples on reducing the 
incidence of dental caries was encouraging, 
though the small number of children studied and 
the possible higher susceptibility of the children 
in the control group make it necessary to exercise 
caution in interpreting these results. 

The action of the apples appears to be twofold: 
(1) the low pH of the apple stimulates salivary 
flow, which also is increased by the mastication 
of the fibrous apple fragments; (2) the mechan- 
ical cleansing action of the apple sweeping over 
the teeth and gingiva in the presence of increased 
saliva flow removes debris and stimulates the 
gingival tissues. Only apples with crisp, firm flesh, 
however, can be considered an aid to oral hygiene. 

School of Dental Surgery, University of Liver- 
pool, Liverpool, England 


Report of dental findings 

of Seventh Day Adventist students 
as compared to comparable students 
in other schools 


Robert A. Downs, Muriel M. Dunn and 
Eleanor L. Richie. Bul.Am.A.Pub.Health Den. 
18:19-21 Sept. 1958 


The dental conditions of the pupils in the public 
and parochial schools of Grand Junction, Colo., 
were compared. Parochial schools included those 
of the Catholic, Lutheran and Seventh Day Ad- 
ventist denominations. The dental caries rate was 
found to be similar for students of all the Grand 
Junction schools with the exception of those at- 
tending the Seventh Day Adventist school; these 
children had a DMF rate of 3.01, compared with 
rates ranging from 3.75 to 8.09 for students in 
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other schools. In the Seventh Day Adventist 
school, 31 per cent of the students had no tooth 
defects, whereas in the other schools the per- 
centage of students with no tooth defects ranged 
from 8 to 21 per cent. 

Seventh Day Adventists stated that their church 
advocates certain health and dietary principles. 
The church conducts a continuing dental health 
educational campaign emphasizing the elimina- 
tion of refined carbohydrates in the diet and the 
discouragement of snacks between meals. 

A dental inspection of students was conducted 
in four parochial schools representing three differ- 
ent religious denominations, in Denver, in Jan- 
uary 1958. Eighty children were examined in the 
Seventh Day Adventist school in Denver, and 531 
in the other parochial schools. The dental caries 
rates were consistently lower in the Seventh Day 
Adventist school than in the other school groups. 

To confirm or disprove these findings, similar 
studies should be made in communities where a 
larger number of Seventh Day Adventist children 
are available for dental examinations. 

Colorado Department of Public Health, 1422 
Grant Street, Denver, Colo. 


Changes in microhardness of enamel 
following treatment with lactate buffer 


Ernest Newbrun, Philip Timberlake 
and Ward Pigman. J.D.Res. 38:293-300 
March-April 1959 


The rate of softening of teeth produced by a 
lactate buffer at a constant temperature and con- 
stant pH provides a simpler system than the arti- 
ficial mouth to test the possible variability of the 
rate of surface softening of individual teeth. 
Human incisors were exposed to 0.001 M so- 
dium lactate buffer at pH 5.0 maintained at 
35°C. At intervals of 2, 3, 4, 6, 8 and 10 hours, 
the teeth were removed from the buffer solution, 
washed, stored in an atmosphere saturated with 
water, measured by microhardness tests, then ex- 
posed to a fresh buffer solution for an additional 
period and the change of hardness determined. 
A linear rate of softening was found and the 
softening could be measured as a per cent drop of 
hardness per hour. The over-all softening rate 
for intact enamel surfaces was 5.3 per cent per 
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hour; for ground enamel, the rate was 7.3 per 
cent per hour. Cows’ teeth gave similar results 
but the rate of softening was somewhat greater 
(7.9 per cent per hour) than for intact human 
teeth. 

The rates were closely similar for all teeth 
studied. The rate of softening was independent of 
the initial hardness. Since hard teeth took longer 
to soften to a given hardness, hard teeth may 
be considered to be more resistant than soft 
teeth. 

Prior exposure of enamel to fluoride solution 
reduced the rate of softening of ground surfaces 
but not of intact surfaces. 

The results suggest that the effects of buffers 
are similar to true carious attack on enamel. 

University of Alabama, Medical Center, Bir- 
mingham, Ala. 


Dental findings of nursing home residents 
in northeast Illinois 


Robert L. Hass. Bul.Am.A.Pub.Health Den. 
19:19-23 March 1959 


In Illinois, at least 24,000 aged persons live in 
669 licensed nursing homes and homes for the 
aged;.330 of these homes, with 15,500 residents, 
are located in the northeast region of the state 
which includes Chicago and Cook County. This 
report is based on oral examinations of 642 resi- 
dents in eight of these institutions. No dental 
facilities were available to the residents in any of 
the eight homes surveyed. 

The average age of the residents examined was 
about 78 years; 48 per cent were men and 52 per 
cent were women. 

Of the 642 residents, 344 (54 per cent) were 
edentulous; 244 (38 per cent) were wearing den- 
tures; 105 (16 per cent) had lesions of the soft 
tissues; 179 (28 per cent) had dental caries; 
181 (28 per cent) showed poor oral hygiene; 195 
(30 per cent) had some degree of periodontal dis- 
ease; 353 (55 per cent) had impaired mastica- 
tion; 491 (77 per cent) required dental treat- 
ment, and of this group, 202 were deemed 
capable of being treated. 

Treatment recommendations included the fol- 
lowing: for 29 residents, partial dentures; for 41, 
fillings; for 72, periodontal treatment; for 125, 


denture repairs, adjustments or cleansings; for 
136, complete dentures, and for 190 residents, ex- 
tractions. 

About two thirds of the residents in need of 
dental treatment could be transported to private 
dental offices. A third of the residents in need of 
treatment would require some type of dental fa- 
cility or remedial care within the home. These 
estimates are based on the physical and emotional 
characteristics of the resident at the time of ex- 
amination and not on his economic status or on 
the availability of dental facilities in the com- 
munity. 

Illinois Department of Public Health, Aurora, 
Ill. 


Family survey of dental health 
in Switzerland 


Walther Miiller. Deut.Zahndrztebl. 12:596 
Sept. 8, 1958 


During 1957, a mail survey was conducted by the 
Swiss Dental Association to find out what the 
average Swiss man and woman believe in regard 
to dentists, dental technicians, dental care and 
oral hygiene. 

One thousand questionnaires were mailed at 
random to families residing in the various can- 
tons, thereby including persons of German, 
French and Italian ancestry. About 500 question- 
naires were returned, mainly filled out by house- 
wives. 

The following data were recorded from the an- 
swers received: 

1. Fifty per cent of the children and 28 per 
cent of the adults use toothbrushes and denti- 
frices only irregularly, that is less than once a day. 

2. Twenty-seven per cent of the adults (24 
per cent of the men and 31 per cent of the 
women) wear some type of denture or bridge. 

3. More than one third (38.1 per cent) of the 
adults believe that dental treatment and care of 
the deciduous dentition are unnecessary. 

4. About one third (28.7 per cent) of the chil- 
dren eat some sweets regularly, between meals 
and before going to bed. 

5. About 50 per cent of the children take 
fluoride tablets and cod-liver oil preparations reg- 


ularly. 
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6. Of the more than 500 family members in- 
cluded in the survey, 56 per cent of the men and 
61 per cent of the women claim to have visited 
a dentist at least once during the last year. More 
than 75 per cent of the children, however, have 
never received any kind of dental treatment. 

7. The great majority of men and women 
(87.6 per cent) state that they are satisfied with 
their dentists and have no complaint in regard to 
dental treatments or fees. 

Although the data compiled are not conclusive 
for the dental condition of the entire Swiss popu- 
lation, the picture of dental health thereby re- 
ceived is far from satisfactory. 

Rémerhof, Zurich, Switzerland 


Dental caries experience of children 
at Maharagama, Ceylon 


F. Bruce Rice and Richard Padley. New Zealand 
D.J. 55:5-13 Jan. 1959 


The results of dental examinations of 931 chil- 
dren in Maharagama, Ceylon, in 1956, were an- 
alyzed and compared with those obtained in a 
similar investigation in New Zealand in 1952. 
The 931 Ceylonese children (419 boys and 512 
girls) were between four and ten years old. The 
rate of natural exfoliation of the deciduous teeth 
of the Ceylonese children appeared to be similar 
to that for New Zealand children of European 
descent, but slower than that of New Zealand 
Maori children. 

The def rate of Ceylon children approximates 
that of the New Zealand children of European 
descent of 1930 to 1932, but was higher than that 
of the New Zealand “European” children of 1948 
to 1950, and of the Maori children of 1949 to 
1950. 

The girls of Ceylon, particularly those six to 
seven years old, appear to have better teeth than 
do the boys of Ceylon of corresponding ages. In 
Ceylonese children the percentage of “carious 
but saveable” teeth decreases with age from near 
90 per cent at age four to as low as 65 per cent 
for girls at age nine. 

A vast amount of dental treatment was re- 
quired by the 931 children. Conservative treat- 
ment alone involved 6,241 deciduous teeth (nearly 
seven teeth per child), and many of the teeth 
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required more than one filling. Only 70 (7.5 per 
cent) of the 931 children had no def teeth; of 
the 70 such children, 57 were girls. 

The 931 children had 2,122 DMF teeth. 

Office of the Director of Health Services, Co- 
lombo, Ceylon 


Water fluoridation 


Lancet No. 7049:741-743 Oct. 4, 1958 


Although the WHO expert committee on water 
fluoridation has published a technical report ap- 
proving this dental health measure, in England 
the Andover Corporation has been forced by court 
action to stop fluoridation, and the East Worces- 
tershire Waterworks Company is so uncertain 
whether it has legal powers to add fluoride to the 
water that it has refused to do so when asked by 
three local authorities. This ironical situation is a 
reminder that scientific victories will be of little 
avail if the political battles are lost. 

The real problems about fluoridation seem to 
lie in the market place. The common man has al- 
ways impishly enjoyed the sight of experts in 
violent disagreement; when the technicalities of 
the issue are not clear to him, he votes to maintain 
the status quo. He likes to cherish the myth that 
he has a free soul in a free man in a free country. 
He is uneasy at the choice of his public water 
supply as the vehicle for making him better than 
he feels now. Water has some atavistic deep sig- 
nificance, a mystic quality. Civilizations have 
risen and fallen over water. Maybe those are some 
of the reasons why people are so touchy about it, 
why they resent its use for what they dislike as 
mass medication, yet inconsistently clamor to 
have purified by their water works. Inconsistent 
and irrational it may be, but it is deeply rooted in 
personal purification rites, in contemplation of 
the immaculate, in Genesis itself. Perhaps it is not 
so much fluoridation as the insensitive handling 
of a taboo that has aroused such strong emotion. 

However, some factors in the situation are 
characteristically British. The British people gen- 
erally are indifferent toward their dental caries; 
they have become accustomed to accept. poor 
teeth as part of their way of life. Even with the 
help of fluorine, they can never hope that Nature 
will fill their smiles with the regularity and dazzle 
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seen on the billboards. The toothpaste trade has 
set too high a standard for human frailty. What 
else could be the answer to this reminder of in- 
feriority than to have all the teeth out as soon as 
possible and to choose something cosmetically 
better from the National Health Service? Tooth- 
ache vanished, the fear of the dentist gone for- 
ever: vie with the film stars by day, and discard 
the dentures with other false vanities at night. 
That is a realistic picture. 

7 Adam Street, Adelphi, London W.C.2, Eng- 


land 


Topical applications 
of sodium fluoride and stannous fluoride 


George A. Nevitt, David H. Witter 
and Winston D. Bowman. Pub.Health Rep. 
73:847-850 Sept. 1958 


Five hundred and eighty-eight children 9 to 14 
years old in Milwaukee and Oregon City, Ore., 
were divided into two comparable groups. After 
dental examinations, one group of children re- 
ceived a 2 per cent sodium fluoride solution ap- 
plied topically, and the second group a 2 per cent 
stannous fluoride solution. The solutions were ap- 
plied to one side of the mouth, and distilled water 
to the other side of the mouth, as a control. The 
treatments were begun in January 1956 and com- 
pleted within four months. All children were re- 
examined in April 1957, 16 months after the first 
examination. 

Of 1,087 upper permanent noncarious teeth 
treated with stannous fluoride, 131, or 12 per 
cent, became carious. Of 1,084 untreated per- 
manent noncarious teeth in the upper quadrant, 
244, or 23 per cent, became carious. Of 1,261 
teeth in the treated lower quadrant, 88, or 7 per 
cent, became carious. Of 1,247 teeth in the un- 
treated lower quadrant, 150, or 12 per cent, be- 
came carious. 

Of 1,103 upper permanent noncarious teeth 
treated with sodium fluoride, 171, or 16 per cent, 
became carious. Of 1,105 teeth in the untreated 
upper quadrant, 257, or 23 per cent, became 
carious. Of 1,317 teeth in the treated lower quad- 
rant, 79, or 6 per cent, became carious. Of 1,312 
teeth in the untreated lower quadrant, 133, or 10 
per cent, became carious. 


The incidence of dental caries in permanent 
noncarious teeth was significantly lower in mouth 
quadrants treated with either stannous fluoride 
or sodium fluoride than in untreated quadrants. 

The findings relative to the comparative effec- 
tiveness of stannous fluoride and sodium fluoride 
were inconclusive. 

World Health Office, Regional Office, Alex- 
andria, Egypt 


A preliminary report on the progress 
of an examination of the role 
of dental hygienists in schools 


Ross E. Gutman. J.School Health 29:73-80 
Feb. 1959 


The American School Health Association’s com- 
mittee on dental health programs in the school, of 
which the author is chairman, conducted a survey 
by questionnaire of the professional activities of 
the dental hygienist in school health programs. 
Responses were received from 201 dental hygien- 
ists in 21 states. 

Most of the respondents had more than ten 
years of experience as dental hygienists. Annual 
basic salaries ranged from under $2,000 to over 
$6,000. Dental hygienists are chiefly employed by 
schools in communities with populations greater 
than 10,000 persons. Most dental hygienists re- 
port they meet occasionally or regularly with the 
school staff and with the school or supervising 
dentist. Of the 201 dental hygienists, 108 stated 
that they are required to make monthly progress 
reports. 

Eighty-one per cent of the 201 respondents had 
no degrees beyond the dental hygiene certificate, 
although many have earned additional credits to 
qualify for school service. About 74 per cent had 
provisional or permanent certificates or the equiv- 
alent; 92 per cent were employed on a full-time 
basis, chiefly by local boards of education. 

The committee has recommended that the 
American School Health Association appoint re- 
source consultants to the committee in the fields 
of general health, health education, public rela- 
tions, rehabilitation of the handicapped, school 
nursing, social psychology, and welfare health 
services. 

616 Warren Street, Albany, N.Y. 
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A century of dental progress 
Editorial. J.A.M.A. 170:142 May 9, 1959 


The approaching 100th anniversary of the found- 
ing of the American Dental Association signifies a 
century of achievement and progress in the fields 
of dental education, dental science and profes- 
sional responsibility. In the past hundred years, 
American dentistry has achieved a maturity that 
has given it world leadership. 

It was in the United States that dentistry was 
first recognized as a separate, independent profes- 
sion with its own formal program of dental educa- 
tion. However, at the turn of the century many 
dental schools were still commercial enterprises; 
gradual reforms, instituted by organized dentistry, 
forced such schools out of business. The accredit- 
ing agency of the dental profession has been the 
American Dental Association’s Council on Dental 
Education. Through its program of inspection 
and accreditation, this body has had an impact on 
dentistry and dental education throughout the 
world. Postgraduate training has been encouraged 
by the Council on Dental Education. Last year, 
22,000 graduate dentists enrolled in continuation 
courses, special clinics and hospital teaching pro- 
grams. Dental services now can be obtained in 
about one third of the nation’s hospitals. 

A significant influence on the progress of den- 
tistry has been dental research. Dental scientists 
now are using radioactive tracers, the electron 
microscope and polarized light and transillumina- 
tion in an effort to unlock the mystery of dental 
decay. 

The American Dental Association has been a 
factor in advancing dental health on a world-wide 
scale by its active support of the Fédération Den- 
taire Internationale and through it the World 
Health Organization. 

It is apparent that the American Dental Associ- 
ation has a long distinguished record of public 
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service. It can face the future with reasonable ex- 
pectancy of significant improvements in the 
nation’s dental health. The Journal of the Ameri- 
can Medical Association extends centennial birth- 
day greetings and best wishes for a second 
century of dedication to the welfare of the Ameri- 
can people. 
535 North Dearborn Street, Chicago 10, Il. 


The Federation of Dentists 
with a Free Practice 


R. Quinteros Ramirez. Odont.Chilena 
7:1109-1110 Jan.-Feb, 1958 


The Federation of Dentists with a Free Prac- 
tice in Chile, which uses the abbreviation 
“FEDELICH,” recently was organized with 
headquarters in Santiago. Dentists in private 
practice constitute the majority of practicing den- 
tists in Chile. All other dentists are members of 
one of the following organizations: The Federa- 
tion of Dentists of the National Department of 
Public Health, the School of Dentists, the Odon- 
tologic Society, the Dentists of the Army, and 
other dental societies. The Odontologic Society 
is composed of university professors. The School 
of Dentists (Colegio de Dentistas) is the official 
organization authorized by the government to 
handle all the problems of the Chilean dental 
profession. This organization is financed by mem- 
bers of all dental societies, including the 
FEDELICH. 

Directors of FEDELICH invite colleagues in 
Chile, particularly those in private practice, to 
join the federation; this will enable the members 
of FEDELICH to obtain help and professional 
support from the School of Dentists. 

Federacién de Dentistas de Ejercicio Libre, 
Santiago, Chile 
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The Dental School of Ljubljana, Yugoslavia 


J. Rant. Zobozdrav.vest. 13:138-198 Dec. 1958 


Before the end of World War II, no dental school 
existed in Yugoslavia. The few dentists, practic- 
ing mainly in the large cities, Belgrade, Zagreb, 
Ljubljana and Subotica, had studied at and 
graduated from various dental colleges in other 
countries. 

There was no provision for public dental health 
service which was outside of the program of the 
health insurance companies. Dental procedures, 
inadequate in quantity and quality, were per- 
formed only at the offices of private dental prac- 
titioners. No provisions were made to train den- 
tal technicians in schools; they learned their 
craft as apprentices to practicing dentists. 

After World War II, the Dental School of 
Ljubljana was created and attached to the Fac- 
ulty of Medicine of the University. There were 
no adequate facilities available and no teaching 
staff. An abandoned villa had to serve as the 
school’s temporary quarters. 

The greatest difficulty, however, was to assem- 
ble the teaching staff. The author, as the school’s 
first dean, influenced several young dentists to 
serve as lecturers. Without much experience in 
educational work, this small but persevering 
group worked out the school’s curriculum and 
the regulations which later proved to be success- 
ful. The courses leading to the degree of Dr.med. 
stomat. (Doctor medicinae stomatologicae) are 
arranged on the basis of a ten semester curricu- 
lum and include general and medical as well as 
dental topics. In the previous year, the dental de- 
gree was conferred on 32 students graduating 
from the school and on 16 physicians who previ- 
ously had obtained the degree of Dr.med.univ. 
(Doctor medicinae universitas) but selected the 
dental profession. Within the present semester, 13 
other dental students will graduate. 

The school’s teaching staff is gradually increas- 
ing; at present three professors, four university 
lecturers and 12 instructors are teaching. 


The school was successful in raising the stand- 
ard of the dental profession in Yugoslavia mainly 
by providing postgraduate courses and by ar- 
ranging dental meetings in cooperation with the 
Yugoslavian Dental Association and the Slovene 
Dental Society. 

Since the creation of the school, not only den- 
tal education but the care for the dental health 
of the Yugoslavian children have become the main 
aims. At the school, all children of Ljubljana and 
the neighboring communities are examined regu- 
larly to determine the incidence of caries and 
malocclusion and to provide treatment if needed. 

The drinking water of Ljubljana and its out- 
skirts was tested at the school’s laboratory and 
found to be poor in fluorides. For more than 10 
vears, the teeth of the children have been treated 
topically with sodium fluoride solutions and since 
1957 tablets containing calcium fluoride have 
been distributed free of charge to preschool and 
school children as well as to pregnant women. 

In May 1958, the dental school completed its 
tenth year of service as an independent institute. 
This occasion was observed by issuing a booklet 
in which the school’s achievements in dental edu- 
cation, research and public dental health were 
recorded. 

Lipiéeva |. Ljubljana. Yugoslavia 


Senior students as clinical teachers 


Harold G. Ray. J.Am.Col.Den. 25:321-327 
Dec. 1958 


The use of senior dental students as teaching as- 
sistants to instruct junior and sophomore students 
has been practiced in many schools, with varied 
success. The chief advantages are as follows: 

1. It makes teaching more effective by re- 
ducing the student-teacher ratio and allowing 
more personal instruction. 

2. It stimulates the special interests of quali- 
fied senior students selected for this program. 

3. It usually is regarded as a reward for merit 
and an earned distinction; it affords the oppor- 
tunity for the further perfection of skills and for 
advanced study. 

4. It affords a proving ground for evaluating 
potential material for future faculty appoint- 
ments. The present difficulty of faculty recruit- 





len- 
lth 
ain 
and 


‘it- 





ment in dental schools could be ameliorated by 
the intelligent use of this plan. 

5. It stimulates the older instructors. 

6. As the student assistant is closer to the un- 
dergraduate student than is the faculty instruc- 
tor, the student may find it easier to point out 
discrepancies in technical knowledge to the stu- 
dent assistant. 

7. The selected student assistant is often 
helped to acquire professional attitudes and man- 
ner. 

The chief disadvantages are as follows: 

1. The student assistant may tend to show 
favoritism. 

2. The student assistant may be tempted to 
overgrade his students. 

3. The student assistant may lack good clini- 
cal judgment. 

4. The student assistant may be unable to cor- 
relate his knowledge of basic science with 
clinical entities, even though he may have a more 
up-to-date knowledge of such subjects as bio- 
chemistry and pathology than does the mature 
clinical instructor. 

5. The student assistant may develop an over- 
bearing attitude. 

The advantages of using senior dental students 
as teaching assistants outweigh the disadvan- 
tages. This plan should be used when it appears 
that it will result in gains to the student body and 
the school. There is a need for educational ex- 
periments within the dental curriculum, and this 
plan is one which can be easily put into practice. 
with results directly proportionate to the effort 
put into it. 

School of Dentistry, University of California, 
San Francisco, Calif. 


Dental education in Scandinavia 


E. Tammisalo and K. Storm. Internat.D.]. 
8:226-227 June 1958 


Denmark, Finland and Norway have one dental 
college each; each country is contemplating es- 
tablishment of a second school. The number of 
students graduating annually in dentistry 
amounts to about 100 in Denmark, 60 in Finland 
and 50 in Norway. About 240 dental students 
graduate from the two dental schools in Sweden 
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each year; a third dental school is planned. 

In Denmark, Norway and Sweden the dental 
colleges are independent government institu- 
tions. Each dental college has its own budget and 
does not need to conform to the wishes and re- 
quirements of other faculties. In Finland the 
dental college is a constituent part of the medical 
faculty of the University of Helsinki; dental stu- 
dents are taught together with medical students 
during the first two years, after which the dental 
students have separate courses for three years. 

All the expenses of dental students are paid by 
the government, apart from small expenses to be 
paid by the student, bearing only a small pro- 
portion to the total expenditure; namely, 6.4 per 
cent in Denmark, 3.1 per cent in Finland, 1.0 
per cent in Norway and none in Sweden. 

The principal requirement for admission to 
dental colleges in Scandinavia is that the appli- 
cant must pass a certain examination in general 
education, which is taken at the age of about 19 
years after 12 years of primary education. 

In Denmark twice as many applicants apply 
every year as can be accommodated at the dental 
college. In 1949 it was decided to admit 200 
students annually to a separate experimental 
course extending over one year, during which 
instruction was given in anatomy, physiology, 
chemistry, dental morphology and dental me- 
chanics. The program aims at a selection based 
on the candidate’s aptitude for the subjects perti- 
nent to the study of dentistry. The arrangement 
has worked well, and has shown that students 
with less satisfactory school examinations often 
are better suited for dental study than students 
with good examination results. This course is a 
separate institution within the dental college, but 
it is hoped it will be incorporated as an addi- 
tional yearly study in the regular curriculum. 

In Finland, three times as many students apply 
every year as can be admitted to the dental col- 
lege; in Norway, there are about ten times as 
many applicants as can be admitted, and in 
Sweden more than twice that which can be ad- 
mitted. 

All Scandinavian dental schools probably will 
reduce the number of study hours devoted to 
dental mechanics in favor of increasing the time 
devoted to the biological aspects of dentistry. 

University of Helsinki, Helsinki, Finland 
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Forensic dentistry 





Sequel to extraction of teeth 


E. M. Wellwood. Lancet No. 7069:406-407 
Feb. 21, 1959 


A 38 year old woman on October 24, 1954, had 
ten teeth removed by her dentist. Afterwards 
she suffered from trismus and swelling of her 
cheek accompanied by intense pain. The dentist 
treated her by irrigating the mouth; but, as her 
condition had not improved by November 5, he 
sent her to the family physician with a note in 
which he mentioned that one root and half of an- 
other had been left in the jaw. The physician 
diagnosed a dental abscess spreading up into the 
parotid gland, and gave the patient penicillin in- 
jections, a mouthwash and a kaolin preparation 
for external use. As there was no apparent re- 
sponse to the penicillin after four days, he ad- 
ministered larger doses of penicillin, together 
with some streptomycin. He assured the dentist, 
who was becoming anxious about the patient's 
lack of response to treatment, that the abscess 
was coming to a head. 

On November 29 the physician found that the 
patient’s condition had deteriorated, that there 
was a swelling inside her jaw, and almost com- 
plete trismus. He suspected osteomyelitis and ar- 
ranged for her to go to a hospital. A series of 
operations was performed and part of the condyle 
of the ascending ramus of the mandible was re- 
moved. The plaintiff claimed damages against 
the dentist and the physician, alleging profes- 
sional negligence. Both denied the allegations. 

The main dispute was whether her symptoms 
were such that prudent practitioners in their re- 
spective spheres should have recognized that her 
condition was worse than would be accounted 
for by the presence of an ordinary dental abscess 
and was associated with osteomyelitis of the jaw. 
Notwithstanding the evidence of professional 
witnesses that it would have been in accordance 


with prudent dental practice to take roentgeno- 
grams, the court held that the taking of roentgen- 
ograms by the dentist would not have revealed 
anything of which he was not already aware. 
The court accepted the physician’s findings that 
there was neither complete trismus nor abnormal 
temperature or pulse, and agreed with the phy- 
sician that the symptoms which he observed 
should not have led him as a prudent practitioner 
to suspect osteomyelitis earlier than he did. The 
court concluded that none of the charges had 
been proved, and that a dentist was entitled to 
rely on the physician’s opinion as to the response 
of the patient to treatment unless that opinion 
was clearly inconsistent with the facts observed 
by the dentist. The plaintiff's claim against both 
the dentist and the physician was dismissed. 

7 Adam Street, Adelphi, London W.C.2, Eng- 
land 


Research, organization and teaching 
in forensic odontology 


Gésta Gustafson. Proc.Roy.Soc.Med. 
51:1055-1057 Dec. 1958 


Forensic dentistry is taught in only a few coun- 
tries. Although the first great work on forensic 
dentistry was written in 1898 by Amoédo of Paris, 
there are only two professors in this field in the 
whole world, one in Cuba and one in Brazil. 
The records kept by dentists usually are 
relatively inadequate for forensic purposes. 
Nevertheless, sometimes they have proved of 
inestimable value as a means of identification. 
International standardization of dental recording 
systems is desirable because of the frequent need 
to transmit information of this kind across national 
frontiers. The possibility of designing a suitable 
punch card system could be explored. The value 
of artificial dentures for identification could be 
enhanced if dentists could be persuaded to mark 
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their prosthetic products in accord with some 
system which would not be difficult to evolve. 

The recording of the characteristics of the den- 
tition of a corpse should be in great detail and 
made with meticulous care; for example, not only 
the position of each filling but its extent, quality 
of workmanship and the material used should be 
noted. Reliable records of this kind can be made 
only by a dentist and preferably by one who has 
had special training in this work. 

A good forensic dentist should be able to make 
many deductions from an examination of the 
dental treatment received; to do so, he must have 
a broad knowledge of how dental treatment is 
carried out in different countries and by dentists 
of different training. Dental treatment varies a 
great deal in various countries. 

No data exist concerning the degree of cer- 
tainty it is possible to obtain from a comparison 
of dental records. Doubt may remain even though 
the data from dental records correspond with the 
data taken from a bedy. This can happen in those 
instances where little dental treatment has been 
given or where the treatment had been routine. 
The fact that the progress of caries tends to fol- 
low a common pattern increases the likelihood 
that two persons may show the same types of 
fillings in the same teeth. 

Identification presents fewer difficulties when 
the names of the victims are known, as in an air- 
plane accident. The difficulties are greater when 
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groups of children have been killed by fire or 
other disasters. In Malm6 observations were made 
in a school where all children had been treated 
by the same dentist, using only two filling ma- 
terials, silicate and amalgam. In each class of 
about 30 children, at least two or three children 
had identical dental records. It is evident that in 
a disaster affecting children from the same school, 
the usual simple dental records are of little value 
for identification purposes. 

Methods are needed to determine social affin- 
ities, sex and age from an examination of the 
teeth. More research is required in methods of 
assessing age from the dentition. Bite marks on 
human skin and in inanimate materials present 
different problems. Research should be carried 
out on the way human skin changes after a bite. 

The teeth of corpses that have been in water 
for a certain time change color and become red- 
brown. A study should be made of how long it 
takes for this color change to occur. 

A certain number of dentists should be trained 
in the scientific and practical aspects of forensic 
dentistry. These would form a nucleus for expan- 
sion in time of war. A course in forensic dentistry 
should form part of the basic undergraduate cur- 
riculum. 

Accident commissions are needed in which 
medical examiners, police departments and den- 
tists cooperate. 

Royal School of Dentistry, Malmé, Sweden 
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Boxing and dentistry 


Felipe Montane Laredo. Rev.estomat.Cuba 
25:9-12 May-June 1958 


The statement that a definite relation exists be- 
tween the various contact sports, especially box- 
ing, and dentistry is neither exaggerated nor 
absurd. 

Spectators attending amateur or professional 
fights observe that the athlete in the ring usually 
attempts to direct his blows to the chin of his 
opponent. Needless to say, not all blows find the 
intended goal and may land on other regions of 
the face. Although a direct blow to the chin often 
leads to a sudden knockout, blows to the other 
facial regions may cause more or less severe 
injuries ranging from cuts of lips and tongue, 
breaking, loosening and loss of teeth to brain con- 
cussions and hemorrhages. 

The lack of the posterior teeth, especially of 
molars, usually weakens the fighter and renders 
him less resistant to knockdown or knockout. 
Whenever the mandible lacks adequate support 
of the posterior teeth, the entire force of the blow 
to the chin is immediately transmitted to the base 
of the skull. Loss of the lower posterior teeth 
exposes the boxer to fracture of the horizontal 
portion of the mandible. 

Dental care of athletes, especially of boxers, is 
of the utmost importance. The preservation and 
restoration of teeth are essential to all persons for 
undisturbed masticatory and speech function as 
well as for maintenance of esthetic appearance. 
For athletes engaged in contact sports, preserva- 
tion and restoration of the teeth appear important 
for an additional reason: the dentition constitutes 
their first line of defense and resistance. Often 
enough, boxers who seem to have a brilliant fu- 
ture in the ring, have to leave their professional 
career because neglect of dental health has ren- 
dered them unable to withstand blows to the 
chin. 


For this and many other reasons, it seems desir- 
able and justifiable to establish a specialty within 
the dental profession which may be called sports 
dentistry. The object of such a dental specialty 
would be the dental care of all athletes, because 
similar problems arise involving others than those 
engaged in boxing. 

The dentist who treats a boxer for any type of 
dental condition or disease should keep in mind 
these specific problems involved and must, there- 
fore, attempt to eliminate factors which can be 
considered risks or dangers in the boxer’s activity 
in the ring. 

Tooth edges should be smoothed and sharp 
points and angles filed down to prevent injuries 
to the soft tissues. Any tooth that cannot be 
treated satisfactorily should be extracted and re- 
placed. Fixed dentures are contraindicated be- 
cause they may be dislodged by blows, thereby 
causing injuries to the soft tissues. Experience 
shows that dislodged fixed dentures occasionally 
are swallowed. 

If denture service is indicated, dentures are 
preferred which can be removed before the boxer 
enters the ring. Mouthpieces usually render ade- 
quate protection and support. 

The problem of providing adequate protective 
mouthpieces for all athletes engaged in contact 
sports unfortunately has received little attention 
by the dental profession. Further studies and dis- 
cussions are necessary to solve this problem. 

Calle L 353, Valdado, Havana, Cuba 


A study on the hardness of human teeth 


Ichiro Nihei. J.Osaka U.D.Soc. 4:1-20 Jan. 1959 


The hardness of the enamel, dentin and cemen- 
tum of 110 human normal teeth, across the longi- 
tudinal tooth section, was measured by the 
Vickers microhardness tester. The teeth included 
deciduous, young permanent and old permanent 
teeth. The results were as follows: 

1. In both permanent and deciduous teeth, the 
hardness of enamel decreased from the outer layer 
to the dentinoenamel junction. The hardness of 
enamel at a depth of about 100 microns from the 
surface was 296 to 321 (on the Vickers scale) in 
the enamel cap of the deciduous teeth, 310 to 325 
in that of young permanent teeth, and 329 to 349 








in that of old permanent teeth. Beyond this zone 
to the inner layer of enamel, the hardness de- 
creased noticeably in each specimen, reaching its 
lowest at the dentinoenamel junction, where the 
hardness was 137 to 148 in deciduous teeth, 
about 150 in young permanent teeth and about 
160 in old permanent teeth. Generally, hardness 
of the tooth increased with age of the tooth. The 
enamel cap was harder than the cervical part of 
the tooth. 

2. The hardness of dentin also varied with the 
typical gradient from the dentinoenamel junction 
to the pulp chamber. In the transitional zone from 
the junction to the dentin, the hardness was from 
23.9 to 26.8 in deciduous teeth, from 23.9 to 
27.6 in young permanent teeth, and from 25.1 to 
29.0 in old permanent teeth. The hardness in- 
creased gradually in the inner layers, reaching 
about 33 to 36 at a point from 200 to 300 microns 
from the dentinoenamel junction. From here the 
hardness began to decrease again and was lowest 
at the wall of the pulp—about 15. There was a 
tendency for dentin to harden with age of the 
tooth. 

3. Cementum was less hard than dentin, gen- 
erally. In young permanent teeth, the hardness of 
cementum ranged from 11 to 14. The hardness of 
cementum also increased with age of the tooth. 

Dental School, Osaka University, Osaka, Japan 


Our ageing population 


Philip H. White. Harvard D.Alumni Bul. 19:38- 
42 April 1959 


Thirty years ago, while still a dental student, the 
author was appointed to the dental staff of the 
Soldiers’ Home Hospital in Chelsea, Mass. His 
interest in aging continued because of the prepon- 
derance of aged people in his practice. Over the 
years, armed with a foot engine and forceps, the 
author has given dental treatment in nursing 
homes and bedrooms to many patients in their 
sixties, seventies and eighties. The author has con- 
sidered using a station wagon to prov-de dental 
service for the aged. Such a practice would en- 
compass many short cuts and improvisations, far 
from the modern, involved technics. With the ad- 
vent of the modern nursing home, there is an 
increasing need for emergency dental service, 
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which the average dental practitioner is ill- 
equipped to provide. 

The literature on gerontology, although inter- 
esting, lacks any reference to dentistry. The inev- 
itability of death and the futility of preventive, 
long-range planning probably account for much 
of the apathy in the dental treatment of the aged. 

The number of people in the United States over 
65 years old has increased from 3,000,000 in 
1900 to 14,000,000 in 1955. Life expectancy has 
so increased that 68 per cent of the babies born 
today will live to be 65 years old. The life expect- 
ancy at age 65 in 1900 was 12 years; today it is 15 
years. 

Two basic views prevail in geriatrics. One holds 
that man has an allotted life span. The other holds 
that man endures a collection of stresses and 
strains, injuries by accident and disease, cumulat- 
ing to the point where merely a slight addition 
results in death. Both hypotheses may be sup- 
ported by strong evidence. 

The aged segment of the population is becom- 
ing increasingly potent politically. Several major 
pressure groups exist today. There are 20,500,000 
living war veterans, but their numbers will de- 
crease unless another war intervenes. There are 
18,000,000 members of labor unions, but they 
are not unified. Veterans have many interests but 
they are nowhere near as united as many believe. 
Then there is the group of the aged—a sleeping 
giant. The aged are not divided. They want com- 
fort and security. Uninterested in abstractions and 
academic political questions, the aged want more, 
and they no longer care who pays. Their social 
benefits have increased in every election year 
since the Social Security program was initiated. 
As a group they are worth wooing, and no politi- 
cian would dare suggest curtailing their benefits. 

The United States will be “sold” on socialized 
medicine within the near future. The veterans 
who have tasted medical and pension benefits are 
going to want more—hospitals, rest homes, medi- 
cal and dental care. Organized labor will fight for 
socialized medicine because the unions have tre- 
mendous welfare funds which they could divert 
to other purposes if the federal government would 
pick up the tab. The aged expect more medical 
and dental care and will get it because of their 
political power. 

80 Boylston Street, Boston, Mass. 
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Interpretation of dreams and dentistry 


E. Heinrich. Zahndrztl.Welt & Reform 
59:633-634 Nov. 25, 1958 


Traditionally, dreams have been defined as states 
of consciousness or pseudoconsciousness taking 
place during sleep. Recent research, however, re- 
vealed that such a definition is not adequate. Not 
every state of awareness during sleep can be 
classified as a dream state; nor is sleep invariably 
necessary for the production of dreams. 

The unreality of dreams is also suggested by 
the derivation of the word “dream.” Etymologists 
trace the Anglo-Saxon term to the German noun 
Traum which is related to the verb triigen mean- 
ing “deceive.” 

Teeth and especially tooth defects play a sig- 
nificant role in the conscious and unconscious 
world of dreams. In ancient and even in present 
superstitions, myths, fetishisms and _idolatries, 
animal and human teeth often are fixed symbols 
or taboos. 

Not so much the fear of pain but these inherited 
or acquired concepts of the symbolic values of 
the teeth in general or of specific teeth threatened 
by sudden loss are the causative factors for the 
development of the persistent and abnormal fear 
of dentists, dental procedures and any suspected 
intervention involving the idolized tooth region. 

In general, surgery performed in other parts of 
the human body is more dangerous and more 
painful, but patients seldom exhibit phobias at 
the medical office comparable to those shown at 
the dental office. Opposition to dental procedures 
may also be an expression of tension release. Sub- 
sequently an analysis of the fearful patient’s back- 
ground, characteristics and dreams is sometimes 
necessary to overcome his anxiety. 

The dental patient's dreams or imaginations 
may be “a royal road to the unconscious,” as 
Sigmund Freud calls it in his work The Interpre- 
tation of Dreams (1900), but it is a winding road 
on which the psychologically trained dentist must 
proceed cautiously and slowly if he wants to un- 
mask the main cause of the fear complex. He 
must be aware that the patient’s teeth are deeply 
embedded symbols, and that dental instruments, 
the office equipment, the atmosphere of the oper- 
ating room and, last but not least, the dentist him- 
self are important parts of the fixed fear complex. 


Despite psychological research, a smooth and 
passable highway from the patient’s world of 
dreams to the reality of the healing art concerned 
with the teeth still awaits scientific construction. 

Worthstrasse 4, Hof/Saale, Germany 


Coronary arteriosclerosis in dentists and 
physicians 


A. Weber. Klin.Wschr. 36:882 
Sept. 15, 1958 


Although coronary arteriosclerosis no longer can 
be regarded as the inevitable result of age or the 
“wearing out” of the coronary arteries, the occur- 
rence of this disease is increasing steadily, espec- 
ially in dentists and physicians. 

In the countries belonging to Western civiliza- 
tion, at least five of ten dentists or physicians who 
are 40 years old at present will die prematurely 
of coronary arteriosclerosis. 

The following six factors are most frequently 
associated with the development of the disease: 
(1) improper diet; (2) sudden increase in body 
weight; (3) certain drugs having specific phar- 
macologic properties such as lipotropic sub- 
stances, female sex hormones, anticoagulant 
agents and caffeine and its derivatives; (4) occu- 
pational stress and strain involving certain points 
of the arterial wall; (5) hereditary and familial 
tendencies, and (6) fatigue, emotional stress and 
unfavorable posture associated with occupational 
activity. 

One hundred physicians and dentists with 
proved coronary arteriosclerosis were observed 
for more than eight years. The patients were di- 
vided into two groups. The first (treatment) 
group consisted of 50 patients who received a 
low-fat, low-cholesterol diet which was moder- 
ately high in protein and was supplemented by 
certain vitamins. This diet resulted in a gradual 
but significant loss in body weight. The second 
(control) group consisted of 50 patients who 
maintained the same diet they had consumed 
prior to the appearance of the first coronary 
symptom. The data obtained were studied and 
compared as to the survival rate. 

After eight years of observation, of the 50 pa- 
tients in the control (nontreated) group, only 12 
had survived; that is a survival rate of 24 per cent. 








Of the 50 patients in the treated group, 28 pa- 
tients had survived; that is a survival rate of 56 
per cent. 

It can be concluded that the survival rate of 
postcoronary patients (that is, dentists and physi- 
cians still in active practice) with a proved coro- 
nary arteriosclerosis, maintained at a specific nu- 
tritional program, is more than 100 per cent 
higher than that of patients who adhered to their 
precoronary diet. 

In the treatment group, the improvements 
manifested in electrocardiograms were significant. 

Bad Nauheim, Germany 


Fillings and leukoplakia 
J.A.M.A. 169:1695 April 4, 1959 


Q.—Is there any evidence that mercury amalgam 
and gold fillings in the same mouth predispose to 
the formation of leukoplakia? 

A.—There is no definitive evidence to support 
the view that metallic fillings of varying electrical 
potentials predispose to oral leukoplakia. When 
an electrical force is produced under these cir- 
cumstances, it is on an intermittent basis and in a 
limited time ceases to repeat itself. Thus, if the 
electrical force can be considered trauma, it is not 
a chronic irritation. Patients may be aware of a 
salty taste which they attribute to the opposing 
metallic fillings, but this often is erroneous. 

535 North Dearborn Street, Chicago 10, Ill. 


Winning the patient's good will 


E. Heinrich. Deut.Zahndrztebl. 12:710-711 
Oct. 22, 1958 


The dentist’s behavior may greatly affect the re- 
lationship with his patients. Not all dentists are 
born extroverts; some are shy and others are 
brusque. 

Often the dentist must work hard to cultivate a 
gentle, interested and reassuring manner. The 
good will and friendship of patients are not won 
in hurried five-minute interviews prior to dental 
examination and treatment. 

In order to render the personalized treatment 
that patients have a right to expect, the dentist 
should cultivate a calm and assured behavior, 
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show a sincere interest in each patient and give 
evidence of liking and understanding while re- 
taining firm control of the interview. He should 
give his full attention to the patient, especially a 
new patient, because people lose confidence in 
the “absent-minded professor” type. Above all, 
the dentist must learn to listen patiently. 

Most patients resent being rushed through the 
initial interview. The dentist must be able to give 
the impression that he is ready and willing to 
listen to each patient’s complaints and problems. 
When the waiting room is full, this is not always 
easy. Even if the complaint is routine to the den- 
tist, it is important to the patient. Frequently, 
listening attentively and making a careful exami- 
nation means more to the patient than relief from 
pain or successful dental treatment. The dentist 
who can put himself in the patient’s place and 
does act accordingly has mastered the art of giv- 
ing each patient personal care. 

When the initial interview is completed, care- 
ful examination is made, the diagnosis and prog- 
nosis revealed, and the necessary treatment 
phases of the first sitting concluded, it is time for 
a friendly farewell. If another appointment is re- 
quired, the dental assistant should schedule and 
write out a reminder card to be given to the 
patient. The same friendliness that characterizes 
the welcome should be shown by the dentist and 
his assistant when the patient leaves the office. If 
the dentist can take the time to walk to the door 
with the patient, this friendly gesture will be ap- 
preciated. 

The patient should leave with the feeling that 
he has received the best dental care and has been 
treated as an important person. 

Lazarettstrasse 2/6, Munich 2, Germany 


Eczema of the fingers: 
an occupational disease of dentists 


Norbert Schwab. Zahndrztl.Praxis 
9:233 Oct. 15, 1958 


Among the many manifestations of allergic reac- 
tions, eczema (allergic dermatitis) occurs fre- 
quently in dentists and constitutes a problem in 
diagnosis and treatment. The determination of 
the causative factor (or factors) often baffles the 
dermatologist. 
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Five years ago, the author suffered from a ty- 
lotic and rhagadiform eczema of the fingers of 
both hands. Pruritus of a persistent, agonizing 
and exacerbating character caused constant 
scratching and rubbing, producing a traumatic 
alteration of the skin that completely submerged 
the initial urticarious phase of the lesions. The 
continuous excruciating pain in both hands some- 
times prevented carrying out routine dental prac- 
tice. 

The dermatologist prescribed treatment with 
several salves, antihistamines and vasodilator 
agents which brought, however, only insignificant 
and temporary improvements. 

Instead of the recommended change of resi- 
dence—from an urban region to a rural mountain- 
ous region—which appeared impossible for eco- 
nomic reasons, a change in diet was attempted. 
Constant rotation of a wide variety of foods in- 
cluding two “milk days” per week, reduced the 
risk of exposure to a specific allergen such as the 
proteins in certain foodstuffs. It can be assumed, 
however, that the substance which induced the 
allergic manifestations was a drug, although the 
cutaneous reactions (skin tests) were negative. 
The dietary treatment was supported by bandag- 
ing the fingers during the night after topical ap- 
plication of salicyl ester of salicylic acid. 

For washing the hands only Palmolive soap 
was used, and after healing of the rhagades, glyc- 
erin jelly was applied. 

For three years, the author again has been able 
to practice dentistry. Whenever contact allergy 
with eczematous manifestations recurs, the same 
dietary and therapeutic procedures are repeated 
and obtain long-lasting improvement. 

Kufstein, Tyrol, Austria 


Routine maintenance of dental equipment 


John Sesto, Jr. M.Technicians Bul. 10:14-16 
Jan.-Feb. 1959 


Naval dentistry differs from civilian dental prac- 
tice in that, instead of equipment being used for 
many years by one practitioner and assistant, the 
same dental equipment must be utilized by many 
dentists and technicians within a relatively short 
period. This creates a problem in routine mainte- 
nance procedures. One constant problem is ex- 


cessive lubrication of the dental engine. Many 
dental technicians spend more time cleaning oil 
from the dental engine armature and commutator 
than they spend in lubricating the engine. 

An efficient routine for maintenance of dental 
equipment can be established by adopting (1) a 
centralized control of maintenance procedures 
and (2) an inservice training program to instruct 
all personnel who will be using the equipment. 

To set up a centralized control at each dental 
activity, a senior dental technician can be desig- 
nated to take charge of the program and be re- 
sponsible to the senior dental officer for proper 
maintenance of all equipment. The designated 
dental technician should keep a maintenance rec- 
ord for all dental department equipment. This 
record should include the date of lubrication, in- 
stallation of new parts, and any other pertinent 
data. These records should be filed in a card file 
located in an area accessible to the technician 
with responsibility for the program. 

Routine preventive maintenance of dental 
equipment can be incorporated in the regular 
training program. Six lectures on the following 
subjects should cover the program: (1) introduc- 
tion; (2) need for regular cleaning of equipment; 
(3) prescribed lubrication; (4) securing equip- 
ment when not in use; (5) using equipment for 
purpose intended, and (6) reporting promptly 
any defects, repairs or major adjustments re- 
quired. 

U.S. Naval Hospital, Portsmouth, Va. 


Are lipsticks harmful? 


H. Ruther and H. C. Friederich. 
Deut.med.Wschr. 83:1376-1379 Oct. 2, 1958 


The patient, a 32 year old woman, had used the 
lipstick of another woman three days prior to 
dental examination. In the evening of the day the 
lipstick had been used, the lips became red and 
swollen and severe pruritis appeared in the 
extraoral region. Application of face powder 
brought no relief. 

Examination revealed that both lips and the 
adjoining parts of the facial skin were edematous. 
Numerous blisters ranging from pinpoint to pin- 
head size were distributed over the edematous 
region. Some of the blisters had ruptured. There 








were also several rhagades. The submandibular 
lymph nodes were enlarged and highly sensitive 
to pressure. 

After moist applications of medicinal zinc 
peroxide, the symptoms subsided in two days. 

Epicutaneous tests of the lipstick material re- 
vealed positive reactions. Control tests of the 
same material in 20 other persons yielded positive 
reactions in 11 persons. 

In view of the widespread use of lipsticks, 
harmful reactions are comparatively rare, and if 
they occur they are the result of hypersensitivity 
to eosin. The photosensitivity ascribed to eosin is 
in the majority of instances the result of irritation 
in the normally ray-sensitive region of the lips. 
The symptoms are similar to those described in 
the case report. 

In modern lipsticks, however, eosinic acids in- 
stead of eosin are used and, therefore, an allergic 
reaction seldom occurs. Inflammation of the lips 
and the adjacent regions after the use of a lip- 
stick is not necessarily the result of hypersensi- 
tivity to eosin. The constituents of the lipstick ma- 
terial, therefore, should be investigated. Rancid- 
ity resulting from long storage of lipsticks may 
also cause reactions of intolerance as well as sub- 
threshold irritation by the coloring matter used in 
production. 

Neither in dental nor in medical literature has 
a case report appeared in which the development 
of carcinoma or other tumors in the maxillofacial 
region could be traced to the use of lipsticks. 

Herdweg 63, Stuttgart, Germany 


Toothbrushes have many uses 


Marguerite Siemens. J.School Health 
29:27-28 Jan. 1959 


At a recent school fair, the Larkspur-Corte Ma- 
dera Parent-Teacher Association set up a tooth- 
brush booth, and sold 3,234 toothbrushes at a net 
profit of $466.09. The earnings were contributed 
to a welfare fund for dental care, to finance dental 
treatment for children who could not otherwise 
obtain it. 

The proposal to sell toothbrushes was made by 
the two part-time dental hygienists who serve a 
school population of 1,225 children three days a 
week, in this suburban community in Marin 
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County, California. Toothbrushes were sold in 
assorted sizes and colors, at a bargain price. Many 
parents have asked that the toothbrush sale be an 
annual affair. 

The welfare fund for dental care will be admin- 
istered by the P.T.A. Eligibility for aid is to be 
determined by the two dental hygienists, the 
school nurse and the classroom teacher. 

Larkspur-Corte Madera School District, Marin 
County, Calif. 


Occupational dermatosis and eczema 
on the hands of dentists 


M. Zingsheim. Deut.zahndrztl.Zschr. 13:241-244 
March 1, 1958 


The incidence of dermatosis or eczema occurring 
on the hands of dentists is comparatively high. 
These inflammatory diseases of the skin may be 
due to an individual hypersensitivity to drugs or 
other chemical substances which reach the body 
through contact from without, or to particles in- 
haled during dental practice. Sudden changes in 
temperature or humidity, mechanical factors such 
as pulling, tearing or rubbing the skin, further 
contact with the allergen and various types of skin 
infections aggravate the condition. 

There are many chemical substances or drugs 
which are responsible for producing contact der- 
matitis in dentists. Almost any kind of skin rash 
may develop as the result of drug allergy; the 
symptoms may be accompanied by breathing dif- 
ficulties, similar to asthma or hay fever. 

Sulfonamides, aspirin, iodine, bromine, bella- 
donna, antibiotics (especially penicillin), insulin 
and local anesthetics are the most frequent causa- 
tive factors. Exposure to roentgen rays and some- 
times even contact with acrylic resins, amalgam 
or eugenol may produce occupational dermatoses. 
These allergic reactions have become so frequent 
in dentists that in the course of treatment it ap- 
pears more important to decide what drug should 
be omitted than administered. . 

Emotional factors have a profound effect on the 
allergic condition. The reverse, however, is also 
true: allergic conditions affect the patient emo- 
tionally. 

The primary principle of the treatment of occu- 
pational dermatoses or eczemas is to avoid contact 
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with the allergen determined by cutaneous re- 
action. Dentists who exhibit dermatitis or eczema 
after contact with procaine probably also will be 
hypersensitive to butethamine, tetracaine, buta- 
caine and other local anesthetics of similar chemi- 
cal structure. These anesthetics should be re- 
placed with lidocaine, metabutoxycaine or 
meprylcaine. For alleviation of the symptoms, 
silicone ointments, salves and fluids, especially 
the silicone salve “Neo-Quimbo,” are recom- 
mended. 

Dermatological Clinic of the University of 
Cologne, Germany 


Some comments on support of research 
and training from the point of view 
of the National Institutes of Health 


C. J. Van Slyke. J.D.Educ. 22:289-293 
Nov. 1958 


The National Institutes of Health conduct, en- 
courage and render assistance to fundamental 
research on the major diseases and disabilities of 
man. The seven Institutes conduct medical and 
biological research in the laboratories and clinical 
center at Bethesda, Md., and in the field. Each 
Institute represents a health problem area—allergy 
and infectious diseases, arthritis and metabolic 
diseases, cancer, dental research, heart, mental 
health, and neurological diseases and blindness. 

Through a program involving more than three- 
quarters of a total budget of 241 million dollars, 
NIH supports research and training in dental and 
medical schools, universities and other nonfederal 
research centers. Research funds are awarded to 
applicants on recommendations by the National 
Advisory Councils, composed of nonfederal lead- 
ers in science and public affairs. 

NIH is supporting a grants program, with 
matching provisions, for the construction and 
equipping of research facilities in nonfederal 
institutions. 

Seven classes of NIH research fellowships are 
available. Predoctoral, postdoctoral and special 
research fellowships are awarded to individual 
applicants. Senior research fellowships are 
awarded to institutions to support fellows nomi- 
nated by the training institution. Student part- 
time research fellowships are available through 


schools of dentistry, medicine, nursing, and pub- 
lic health; and postsophomore research fellow- 
ships are available through schools of dentistry 
and medicine. 

Dental schools may request up to six part-time 
fellowships in units of $600 each. 

The training grants program assists in the estab- 
lishment, expansion and improvement of training 
and instructional programs in schools of dentistry, 
medicine, nursing, and public health. The grad- 
uate training grant made by the National Institute 
of Dental Research is intended to assist dental 
schools in establishing and maintaining instruc- 
tional and training programs of high caliber, and 
to make funds available for the payment of sti- 
pends to persons receiving this training. The ob- 
jective of the dental training grants is to train 
individuals for both academic teaching and re- 
search careers in the fields of oral disease and its 
allied basic sciences. 

At present, there are 15 active grants to estab- 
lish dental training centers, four to provide spe- 
cial training to individuals, and two for training 
dentists in epidemiology and biometry. In 1957 
the average dental training grant was about 
$25,000. NIH training funds granted to schools 
of medicine and basic science also are available to 
students in the dental field. It is hoped that more 
dentally-oriented persons will take advantage of 
the opportunities to gain special training in pa- 
thology, pharmacology, biochemistry and other 
basic disciplines. 

National Institutes of Health, Bethesda, Md. 


Expert committee 
on auxiliary dental personnel: report 


WHO Tech.Rep.Series No. 163 1-32 1959 


The World Health Organization’s expert com- 
mittee on auxiliary dental personnel met in Ge- 
neva from June 30 to July 6, 1958, with members 
from seven nations present. A report was pre- 
pared to provide governments and other organi- 
zations responsible for health programs with 
information on the use that may be made of auxil- 
iary dental personnel. The report discusses the 
functions and training of chairside assistants, den- 
tal laboratory technicians, dental hygienists and 
school dental nurses. 








For nations with little or no dental health care 
available to most of the population, two basic 
tvpes of personnel—the dental licentiate and the 
dental aide—are proposed. The dental licentiate 
would of necessity act as the dental practitioner. 
He would receive a two-year technical training 
to fit him to work in a health service, possibly un- 
der remote supervision and control. During the 
period before a sufficient number of dental licenti- 
ates can be trained, it may be necessary to train 
dental aides who would, after a course of four 
to six months, be capable of relieving pain by the 
extraction of affected teeth. 

Although there is a great need for more dental 
service in every country, the demand for this serv- 
ice varies tremendously. Even in the highly de- 
veloped nations it is not possible to provide all 
the dental care that is needed. A greater quantity 
of dental service can be rendered by the efficient 
utilization of auxiliary personnel and by the use 
of the dental health team. All auxiliary dental 
personnel should work only under the supervision 
of a dentist, who in turn will assume full respon- 
sibility for the work that is performed by the aux- 
iliary. 

Nations which have no dental programs should 
create dental administration units within the 
framework of the government service. Such a de- 
partment would be headed by a dentist trained 
in the field of public health. 

World Health Organization, Palais des Nations, 
Geneva, Switzerland 


Advantages and disadvantages 
of radiocolloid therapy 


E. H. Graul. M.Mundi 4:37-56 Jan. 1959 


Recently many attempts have been made to in- 
troduce the application of radioisotopes into den- 
tal and medical practice. Although some initial 
success has been achieved in the treatment of 
salivary gland affections with radioactive iodine 
and in the treatment of diseases of the blood- 
forming system with radioactive phosphorus, the 
results were not as convincing as initially antici- 
pated. 

To promote this essentially simple and practical 
treatment method, particular attention should be 
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paid by the dental and medical profession to the 
possibility of using radiocolloids. 

Experimental and clinical investigations of the 
applicability of radiocolloids were carried out at 
the department for radiobiologic and isotopic 
research of the University of Marburg/Lahn, 
Germany. 

The term “radiocolloid” is used in a physico- 
chemical sense, and includes also particles which 
are not genuine colloids but exert a similar func- 
tional activity. These radioactive substances have 
carbon particles as carriers (adsorptive addition). 

Genuine radiocolloids as well as radioactive 
particles, usually applied in the form of suspen- 
sions, have a specific affinity for the cells of the 
reticuloendothelial system after adequate storage 
and phagocytic action. This affinity for the blood- 
forming endothelial and reticular cells plays a 
decisive role in the evaluation of the therapeutic 
properties of radiocolloids. 

When the radiocolloids are introduced into the 
human organism, their metabolic activity is al- 
most independent from the chemical and physio- 
logic properties of the basic elements. The 
pharmacologic and pharmacodynamic effects of 
radiocolloids can thereby—at least as far as the 
distribution pattern and the manner of storage are 
concerned—be brought to a common denominator. 

In the treatment of malignant oral tumors, the 
method recommended is intracavitary injection 
of Au™. The results, however, are merely pallia- 
tive if the administered dose destroys the malig- 
nant tissue only partly. In severe instances, 
therefore, the beta ray emitter Y” is preferred. Y” 
is injected after absorption of carbon particles. 
The provisional results were satisfactory, but Y” 
contains too much Sr” to be recommended for 
routine practice. 

Radiocolloids (Lu, Bi® and Au’) may be 
injected directly into the tumor because the distri- 
bution of the radioactive substances does not 
appear to be homogeneous. The question whether 
the transportation of radiocolloids to the regional 
lymph glands can be considered as advantageous 
in all instances of malignant tumors of the oral 
cavity cannot—as yet—be answered in the affirm- 
ative. 

Department for Radiobiologic and Isotopic Re- 
search, University of Marburg/Lahn, Germany 
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New equipment 





The information reported here is obtained from man- 
ufacturers. Dental Abstracts does not assume respon- 
sibility for the accuracy of the information. The 
interested reader may direct his inquiry to the manu- 
facturer. 


The “Starlite” air turbine handpiece provides free 
running speeds of up to 340,000 rpm at an air pres- 
sure of 40 psi. Adjustments for slower speeds can be 
made on the control panel. The handpiece weighs one 
ounce, is 12 mm. long, and is finished in stainless 
steel. The spray is adjustable for air or water, for 
volume and for angle. The self-centering bur chuck 
accepts all instruments with 0.0625 inch friction-grip 
shanks. A replaceable cartridge, containing the bear- 
ings, turbine rotor and chuck, may be replaced in 
seconds. For illustrated literature write Star Dental 
Mfg. Co., Inc., S.E. Corner 58th and Market Sts., 
Philadelphia 39, Pa. 


The Model FLM-1 “Luxo” magnifying lamp com- 
bines 4X magnification, cool fluorescent light and 
maneuverability. The spring-balanced lamp can be 
raised, lowered, tilted or turned to any angle to de- 
liver magnification and cool light. The two extension 
arms provide a 45-inch reach in 360 degrees. The 
lens is of optically ground glass and the lamp has a 
22-watt fluorescent tube. Luxo Lamp Corp., Dock 
St., Port Chester, N.Y. 





WHE NEW MAGNIFYING 


LUX 





The Model 60 portable flexible shaft and dental lathe 
combination is designed especially for chairside 
denture adjustment and polishing. The unit weighs 
6.5 pounds. The flexible shaft handpiece holds stand- 
ard burs and mounted stones. The lightweight nylon 
handpiece has a wrenchless chuck that accommodates 
¥% inch, %¢ inch and %» inch collets. The lathe has 
a tapered spindle and polishing wheel. The unit is 
finished in chrome and enamel and has a nonskid 
suction cup base. Dremel Mfg. Co., Racine, Wis. 


The “Resusitube” is an S-shaped plastic airway, for 
use in the expired air resuscitation technic. The air- 
way provides a mouthpiece for the rescuer and a 
breathing tube for the victims. Two sizes are availa- 
ble, an adult-child model for adults and children 
over three years old, and a pediatric model for in- 
fants. The tube is small enough to be carried in a 
pocket, glove compartment of a car, or handbag. Park 
Surgical Co., 5001 New Utrecht Ave., Brooklyn 19, 
N.Y. 


The “Enodon” rack holds 48 reamers and files for 
endodontic work. The numbered holes facilitate find- 
ing and replacing the instruments. A companion dish 
is used to sterilize the instruments. The user can take 
a visual inventory instantly, Two successive patients 
can be treated without a reloading. Young Dental 
Mfg. Co., St. Louis 8, Mo. 


The “Svedopter” is a combination mouth mirror, light 
reflector, tongue guard and saliva ejector. One model 
fits every mouth and can be used anywhere in the 
mouth. Three interchangeable reflector blades in three 
sizes provide an illuminated picture of the operative 
site. Svedia Dental-Industri, Enképing, Sweden. 








Doctoral and Masters 


dissertations 





In this column each month are listed recent Doctoral 
and Masters’ dissertations of dental interest, accepted 
by the dental schools or graduate schools in partial 
fulfillment for advanced degrees. Copies of many of 
these theses are available from the schools through 
interlibrary loan. 


The use of the simple face-bow in denture pros- 
thesis. William Robert Laney. 1958. M.s. State 
University of Iowa. 


Anterior fixed bridge construction from impres- 
sion to insertion. George Ernst Erdmann. 1958. 
M.S. State University of Iowa. 


Observations of the orofacial musculature: an 
electromyographic and cephalometric analysis. 
David Saul Ehrich, Jr. 1959. m.s. University of 
Kansas City. 


A cephalometric study made on a sample selected 
from approximately fifty thousand children. Will- 
iam Joseph Hardin. 1959. m.s. University of 
Kansas City. 


The problem of inharmony of tooth size and miss- 
ing teeth in orthodontic diagnosis and treatment. 
Paul S. Hoe. 1959. m.s. University of Kansas City. 


The pacifier as a factor in the prevention of mal- 
occlusion. Herbert C. Kabrin. 1959. m.s. Univer- 
sity of Kansas City. 


Malocclusion and emotional problems. Robert F. 
Malone. 1959. M.s. University of Kansas City. 


Considerations of orthodontic treatment in the 
mixed dentition. Samuel E. Nickel. 1959. M.s. 
University of Kansas City. 


A factor related to post-treatment maintenance of 
orthodontic cases. Yoshitaka Ogata. 1959. M.s. 
University of Kansas City. 
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Psychological stress as an etiologic factor in the 
development of cleft lip and cleft palate. William 
S. Nakagawa. 1959. m.s. University of Kansas 
City. 


The effects of hyaluronidase on infected trauma- 
tized hamster tissue: Part II. Joseph M. Water- 
man. 1959. m.s. University of Kansas City. 


Dental procedures concerning the management 
of impacted or unerupted cuspids. Ronald James 
Dreiling. 1959. m.s. University of Kansas City. 


Multiphase as an adjunct in the treatment of 
Class I malocclusions when the twin-arch technic 
is primarily employed. Robert Ray Dreiling. 
1959. m.s. University of Kansas City. 


A study of ethylendiamine prepared heterogen- 
ous bone grafts to the mandible of dogs. John 
Clayton Montgomery. 1959. M.s. University of 
Kansas City. 


Experimental investigation of orthodontic tooth 
movement in rats. Glen Norman Gill. 1959. M.s. 
University of Kansas City. 


A comparative study of the strength of the bite 
in various types of occlusion. Orien Eugene Hess. 
1959. m.s. University of Kansas City. 


A radiographic study of the relation of the man- 
dibular angle to the opening movements of the 
mandible. Bernard J. Powers. 1958. m.s. Loyola 
University (Chicago). 


Relationships of periodontal instruments to soft 
tissues of periodontal pockets. George Lawther. 
1957. M.s.p. University of Minnesota. 


A study of the maxillary arch width following 
resection of the right hypoglossal nerve in albino 
rats. Lloyd E. Pearson. 1959. m.s.p. University of 
Minnesota. 


An analysis of the posterior-anterior roentgeno- 
gram of the head by frozen serial sections. Alfred 
Howard Sather. 1959. M.s.p. University of Min- 
nesota. 
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